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ABSTRACT 
Background. Recent studies suggest that Health Care Professionals’ (HCPs) unconscious bias 
about race contributes to health care disparities. The objective of this research was to estimate 
unconscious racial bias among pharmacists in order to understand its relationship with Black and 
Arab individuals’ perceptions and experience of pharmacist services and their interaction with 
pharmacists in Ontario. 
Methods. Multi-method research combining both quantitative and qualitative methods was 
employed. A secure, web-based survey was administered to Ontario community pharmacists. 
The survey included two Implicit Association Tests (IATs) to assess unconscious preferences 
and direct questions regarding community pharmacists’ explicit attitude to race. In a qualitative 
study using purposive sampling, face-to-face semi-structured interviews with 27 Black and Arab 
individuals were conducted to explore their interactions with pharmacists and their opinions, 
perceptions, attitudes, and experiences about community pharmacist services. 
Results. A total of 407 community pharmacists (40% male, mean age 47, 57% white) completed 
the survey. Evidence of race/ethnicity bias toward Black and Arab individuals was evident, as 
determined by both explicit and implicit measures. Moderate to high levels of implicit pro-white 
bias were found among Ontario community pharmacists on average. Explicit pro-white bias was 
less evident, but apparent for measures of racial/ethnic preference and, relative warmth (amount 
of warmth felt toward Black/Arab individuals subtracted from the amount of warmth felt toward 
whites). In addition, implicit bias appeared to be associated with pharmacist characteristics such 
as age, racial/ethnic background, years as a pharmacist, years as a licensed pharmacist in Canada 
practice location, and place of birth, and explicit preferences had a weak positive correlation. 
The qualitative data revealed that most Black and Arab individuals felt comfortable interacting 
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and seeking advice from their pharmacists. However, some Black and Arab participants 
experienced discrimination from community pharmacists. The data also provided information 
about some personal and systemic issues encountered by Black and Arab individuals when they 
interacted with community pharmacist. 
Conclusions. Race and ethnicity bias exists among most Ontario community pharmacists and 
may be associated with Black and Arab individuals’ perceptions of pharmacist services and their 
interaction with pharmacists. Future work needs to employ more rigorous approaches to explore 
whether, and under what conditions, community pharmacists’ implicit bias about race/ethnicity 
affect the quality of their services toward visible minority individuals, including Black and Arab 
people. Interventions to reduce bias may need to be comprehensive so that they can ultimately 
influence an individual’s implicit and explicit biases in all measured areas. 
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“I really appreciate this study happening, that like it looks into these things. Because it exists 
everywhere in every sense, I guess. So, a little bit of education, not about just, "Oh, you should 
see humanity as all equal." Maybe just learning the reality of the things they actually go through, 
that can be enough in teaching people to be less racist, I believe.” (Interview 4) 
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CHAPTER ONE 
INTRODUCTION 
1.1 Introduction 
 
 
These often-invoked words are attributed to the famous human rights leader, Dr. Martin Luther 
King, Jr., in a speech to the Medical Committee for Human Rights in 1966.1 It is clear that Dr. 
King was speaking on the constant health care disparities that disproportionately affected 
members of social groups such as racial and ethnic minorities, which he saw as a “thermometer 
of disparity and oppression.”  It has been over 50 years since his speech, yet these health care 
differences persist, and in some cases, have worsened.  
The concern for race and ethnicity differences in health and health care has attracted much 
attention from researchers, health practitioners, academics, and policymakers since the Institute 
of Medicine (IOM) released a landmark report entitled Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Health Care in 2003.2 Over the past decades, a rich literature base from 
a wide range of disciplinary views has emerged with respect to different aspects of this issue.3 
Several studies reported that although there have been dramatic improvements in access to 
crucial life-saving products and services, differences based on race and ethnicity continue in 
terms of access to health care received, illness occurrence and prevalence, life expectancy, and 
mortality between whites and people of color.2,4,5 For instance, Black individuals’ mortality rates 
are about 20% higher than those of white individuals, leading to a four-year lower life 
expectancy.5 This disparity is at the same level as it was in 1950. Differences in death rates also 
“Of all the forms of inequality, injustice in health care is the most shocking 
and inhumane.” 
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increased over this period of time among Black males.6 Furthermore, members of racial and 
ethnic groups suffer an uneven burden of diseases and chronic conditions, with worse outcomes 
than those for white individuals. The literature revealed that Black patients are treated differently 
than white patients when it comes to cardiovascular diagnosis and treatment.7 there were 
disparities in whether they received appropriate care concerning cancer therapies,8 and they were 
less likely to receive optimal care when they were infected with AIDS.9  
Political, sociocultural, economic, and environmental processes that impact health directly and 
systemic differences in the opportunity groups have to achieve optimal health contribute to 
unfair and avoidable differences in patient health outcomes that are above and beyond biological 
factors.10 Nevertheless, even when the former factors are controlled, and access to health care 
services is the same, racial and ethnic health care inequalities remain. The IOM stated that Black 
individuals were more likely than white individuals to die from diseases such as strokes and 
cancer even after adjusting for gender, age, insurance coverage, education level, and the severity 
of the sickness.2 
The IOM also reported that contributors to these inequalities in health care are multifactorial and 
are composed of patients, health care providers, and health care system factors.2 Of these, health 
care provider factors might be the most amenable to change and the most important for strategies 
and intervention. Studies on physicians found a strong relationship between physicians’ 
unconscious or implicit bias and disparities in health services or communication.11-13 It is 
possible that this bias can be directly addressed through better awareness and training.11 
Therefore, HCP’s attitudes and behavior are a target area for researchers and scientists trying to 
understand and eliminate disparities in health care.  
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Although previous research has concentrated on student surgeons, physicians, and nurses14-18, the 
level and the influence of implicit and explicit biases among pharmacists as frontline HCPs 
remains poorly understood. To that end, this research examined pharmacists’ implicit and 
explicit bias regarding both Black and Arab individuals in order to understand the relationship 
between the presence or absence of such bias and Black and Arab individuals’ perceptions of and 
experience with pharmacist services in Ontario. 
1.2 Background to the Study  
Over the last two decades, health care disparities among racial and ethnic minority groups have 
been well documented and persistent in societies with racially diverse populations across, 
settings, diagnoses, treatments, and dimensions of technical quality.2,19-22 The IOM confirmed 
that inequalities in health care delivery have been a longstanding challenge affecting some 
population groups and resulting in lower-quality health care and experiencing poorer overall 
health status and outcomes based on their racial and ethnic identities.2 The Centers for Disease 
Control and Prevention (CDC) in the United States reported that racial and ethnic minorities face 
differences in access to health care, the quality of care received, and health outcomes.23  
Compared to white patients, racial and ethnic minority patients encounter more barriers to 
accessing care, which includes preventive services, acute disease treatment, and chronic 
condition management.19 Research by Allison et al.24 revealed that Black patients are less likely 
to receive thrombolytic treatment for myocardial infections compared to white patients. Penner 
and colleagues25 also found that Black women are less likely to develop breast cancer than white 
women, but the difference in death rate is far higher than the difference in incidence. 
Patients from racial and ethnic minority groups are also generally less satisfied with the quality 
of their clinical interactions with HCPs. For instance, Street et al.26 discovered that Black 
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patients who interacted with non-Black physicians had communication problems that might 
lower the quality of care for these patients. Another study demonstrated that patient-physician 
communication during medical visits differed between Black compared to white patients; the 
physicians were more verbally dominant and less engaged in patient-centered communication 
with Black patients.27 Work by Siminoff et al.28 indicated that white patients had many more 
chances to express their conditions in almost every verbal and non-verbal communication with 
physicians than their racial and ethnic counterparts. These differences may result in a less 
adequate decision-making process and health outcomes for patients who are members of racial or 
ethnic minorities. In the same vein, Doescher and his colleagues29 found that minority patients 
reported less positive perceptions of physicians than white patients.  
In addition to disparities in quality of health care, minority patients encounter significant 
differences in terms of overall incidence of disease, morbidity, death rate, and health status. 
Black individuals are more likely to die of cardiovascular conditions than white individuals.19 
Black females are more likely to be diagnosed with advanced-stage breast cancer than white 
females and have a higher rate of death.30 Moreover, numerous differences in health conditions 
and risk behaviors exist among racial and ethnic minorities, including asthma, alcohol 
consumption, tobacco smoking, hyperglycemia, early childbearing, high blood pressure, low 
birth weight, obesity, periodontitis, preterm births, and infectious conditions.19,30 Finally, 
members of racial and ethnic minority groups were more likely to describe their health condition 
as fair or poor and claimed more days of feeling sick in the past month compared with white 
individuals.30 
These health care disparities not only impact people or certain social groups; they also affect 
overall health status and health care costs. A recent analysis estimated that racial and ethnic 
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inequalities cost the American health care system nearly $93 billion in excess health care costs 
and $42 billion in lost productivity annually, as well as economic losses due to premature death31 
Therefore, reduction of these inequalities and their linked excess morbidity and death rate is the 
main objective of, efforts in this area by the US Department of Health and Human Services.32 
For the present purposes, bias is defined as a negative evaluation of one group and its members 
relative to another. Such an evaluation can be expressed directly (e.g., I like white more than 
Black people) or more indirectly (e.g., negative nonverbal behavior). Direct or explicit bias also 
differs from indirect or implicit bias in terms of the underlying process. Explicit bias requires 
that the person is aware of their evaluation, being certain of that their evaluation is correct in 
some way.33-35 Therefore, explicit bias is measured by asking people to self-report their 
prejudice. Such measures show that explicit bias toward members of racial and ethnic minority 
groups has declined significantly over the past 50 years and is now considered unacceptable in 
general society.36 
Implicit bias, on the contrary, seems to be more prevalent and consistent. It is automatically 
activated in an unintentional and even unaware manner.35,37,38 Operating quickly and 
unknowingly through situational cues (e.g., a person’s skin color, gender, or accent), implicit 
bias can exert its influence on perception, memory, and behavior.35,37,39,40 Therefore, implicit bias 
cannot be measured with self-report survey questions. Instead, this type of bias is measured by 
how quickly people respond to minority-related words or images.41,42  
Various psychological tests purport to measure implicit bias; the Implicit Association Test (IAT) 
is by far the most widely used.42 The IAT tests the well-established finding that stronger mental 
associations between two concepts (e.g., Black or white faces) and evaluations (e.g., good or 
bad) produce faster responses when the concepts and evaluations are paired. Thus, if the test 
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takers already have positive associations with certain concepts, the task of connecting those 
concepts to positive evaluations is easier and quicker, and vice versa. Because people must 
respond to these pairings within milliseconds, the IAT measures responses that usually cannot be 
intentionally or consciously controlled.38  
Several studies have reported that physicians with unconscious bias may exhibit negative 
behavior and poor communication with a minority patient.35,37,39,43 According to recent reports, 
physicians who hold racial and ethnic bias paid less attention to patients’ needs and dominated 
talk with minority patients during routine visits.44-46 In addition to decreasing the minority 
patient’s comfort, such physicians’ actions may obstruct the flow of information, resulting in 
medical visit communication problems and reducing the patient’s understanding of and 
resolution to follow medical recommendations.47-50 Minority patients have also reported reduced 
trust in their biased physicians, fewer respectful therapeutic plans, and less satisfaction with their 
care.44  
As frontline members of the health care team, pharmacists play a critical role in the patient 
experience, since their position gives them intimate, hands-on knowledge of their patients.51,52 
Pharmacists are accessibly located in many communities across the country and are frequently 
the first point of contact Canadians have with the health care system; dispensing and providing 
health information for 600 million prescriptions a year.53,54 According to a national survey of 
Canadians on their perceptions and attitudes toward pharmacists55, 89% of participants indicated 
they generally visit the same pharmacy, and 51% said that they go to a pharmacy at least once a 
month. 
Given the importance of the pharmacist’s role and the paucity of what is currently known about 
pharmacists’ behavior toward and interactions with racial and ethnic minority groups, this 
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research attempts to explore the role that pharmacists play in propagating and mitigating 
disparities in health care. More precisely, it assesses the presence of implicit bias within a group 
of community pharmacists in Ontario and its relationship with Black and Arab individuals’ 
perceptions of and experience with pharmacist services. 
Previous research has identified pharmacists or the “pharmacy system” as a significant 
dimension within the health care disparity issue.51,56-58 For example, Morrison et al.57 found that 
about 50% of random New York City pharmacies in predominantly non-white areas do not stock 
adequate drugs to treat patients with severe pain compared to pharmacies in mostly white areas, 
suggesting that racial and ethnic minority patients are at considerable risk for undertreatment of 
pain. Similarly, Green et al.56 explored the sociodemographic determinants of opioid analgesic 
availability in Michigan pharmacies, and found that individuals living in visible minority areas 
have significantly less access to sufficient pain medications than those living in white areas. One 
study also demonstrated that adherence-related issues are considerably more common in non-
English-speaking patients compared to English-speaking patients due to the unavailability of 
drug information in languages other than English in pharmacy settings.51 Finally, a qualitative 
study conducted by Youmans and colleagues58 identified that elderly Black Americans with 
chronic conditions were unaware of pharmacists’ training and expertise, which may be mediated 
by suboptimal experiences with patient-pharmacist interactions and relationships.  
1.3 Statement of the Problem 
Although recent studies have shown that implicit and explicit ethnic/racial bias exists among 
physicians and nurses,11,13,33,35,44,46,59-63 researchers have less often considered pharmacists’ 
implicit biases and their impacts on patient health outcomes. The evidence from physicians and 
nurses also clearly suggests that most of the effect of implicit bias is observable through 
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provider-patient interaction and communication. This further underscore the need to understand 
unconscious bias among pharmacist populations, given the importance of patient-pharmacist 
communication when managing medications, monitoring a patient’s health progress, answering a 
patient’s drug and disease-related questions, and health promotion.64-66 
Moreover, the majority of these studies have focused on bias against Black individuals and were 
conducted in the United States, which has a long history of fraught relations between Black 
people and the white majority and an entirely different health care system and work environment 
than Canada.67 In addition, racial and ethnic bias in health care has not yet been measured for 
individuals other than Black and Latino individuals. Of specific concern in this respect is the lack 
of research on bias against Arab individuals, who constitute one of the fastest-growing visible 
minority groups in Canada,68 and who also have experienced prejudice and discrimination, 
especially since the September 11th attacks.69  
Recent studies have demonstrated the validity and reliability of using the IAT to measure bias 
toward racial and ethnic individuals.70 It provides researchers with a technique for measuring 
bias; in this case, the potential bias that may exist among pharmacists related to their care of 
Black and Arab individuals. As previously described, the relationship between pharmacists and 
their patients is key to their health success. What happens if pharmacists have biased views about 
Black and Arab individuals? What if the pharmacists do not consciously know about those 
biases? What is the impact of such bias on Black and Arab’s perceptions of and experiences with 
pharmacist services? These are substantial questions for pharmacists to ask as they strive to 
provide competent, respectful, and proper care to all patients regardless of their race, ethnic, 
gender, age, and religious background. To that end, this study will use the Implicit Association 
Test (IAT) to examine Ontario pharmacists' implicit and explicit preferences and their 
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relationship to Black and Arab individuals’ perceptions of pharmacist’s services and their 
interaction with pharmacists. 
1.4 Research Question and Objectives 
The primary research question for this study is: 
What is the relationship between community pharmacists’ implicit and explicit bias and Black 
and Arab individuals’ perceptions of pharmacist services and patient/client-pharmacist 
interaction?  
The specific research objectives of this study are to: 
1. Determine the presence of implicit (unconscious) and explicit (conscious, self-reported) 
biases toward Black and Arab individuals among Ontario community pharmacists. 
2. Explore whether IAT scores can be predicted by pharmacists’ characteristics  
3. Examine the correlation between implicit and explicit bias 
4.  Describe Black and Arab patients’ perceptions, opinions, and beliefs about Ontario 
community pharmacists and pharmacy services.  
5. Understand Black and Arab individuals’ experiences in communicating and interacting 
with Ontario pharmacists. 
1.5 Rationale and Significance  
According to Fleras71, “the twenty-first century may well become defined by the movement of 
peoples from one country to another.” Merali72 added that “we have reached a time in global 
history that is marked by an unprecedented level of international migration.” The 2016 Census of 
Canada estimated that one out of five in the Canadian population is foreign-born, representing 
(20.6%) of the total population, and “the percentage of people living in Canada who were born 
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elsewhere is expected to continue to grow.”73 With this expected growth, problems of prejudice, 
bias, discrimination, and racism need to be identified and addressed.  
Researchers must determine the prevalence of biased behaviors and actions among HCPs and 
whether negative behaviors contribute to issues in patient-provider communication and 
relationship, quality of care, continuity of care, patient adherence to medications and 
recommendations, and patient health status in order to eliminate or minimize racial and ethnic 
health care disparities.74 Although significant studies have been conducted on racial/ethnic bias 
in HCPs, no studies yet, to the best of my knowledge, have examined practicing pharmacists’ 
bias about racial/ethnic minorities. 
Pharmacists, as crucial members of a health care team, interact with patients from different 
backgrounds and are challenged to build increasingly complex clinical interactions targeting 
their expanding scope of practice. According to The Canadian Pharmacist Association 
(CPhA), the Canadian pharmacist’s services and care have changed significantly over the past 
few years; they are now delivering a range of innovative services.53 Specifically, they are 
allowed to renew and adapt prescriptions, provide chronic disease management and wellness 
programs, order and interrupt lab tests and immunization services, and perform 
comprehensive reviews of patients’ medications.53,75  
This research, therefore, would make a significant contribution to the body of knowledge by 
understanding the overall problem of health care disparities and their solutions, which requires 
close investigation of the topic in its full historical, social, and cultural contexts. Such assessment 
might lead to more targeted and thus more proper and effective strategies and interventions 
within and outside the health sector in order to achieve equitable access to health care for all 
Canadian populations. 
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It is my hope to share my findings with provincial governments, policymakers, researchers, and 
pharmacists to increase pharmacists’ awareness and understanding of bias in order to reduce the 
effects of implicit bias in pharmacist care services, thereby closing the gaps in the quality of 
health care and building partnerships in patient-pharmacist communications and interactions.  
1.6 Definition of Key Terms 
For the purpose of this research, the following descriptions of terms were applied: 
• Health Disparities: Health disparities are defined as “differences that occur by gender, 
race or ethnicity, education or income, disability, living in rural localities or sexual 
orientation.”32  
• Health Care Disparities: Health care disparities can be defined as the inequalities and/or 
gaps in health care and the quality of health care that exists when members of specific 
population groups do not benefit from the same health care services as other groups. It 
can usually be identified across different racial and ethnic groups. Such disparities can 
also include areas such as socioeconomic status, gender, mental health, sexual 
orientation, geographic location, and physical disability.76 
• Culture: The IOM has defined culture as “the accumulated store of shared values, ideas 
(attitudes, beliefs, values, and norms), understandings, symbols, material products, and 
practices of a group of people.”2 
• Bias: Bias is defined as “an unfair evaluative, emotional, cognitive, or behavioral 
response toward another group in ways that devalue or disadvantage the other group and 
its members either directly or indirectly by valuing or privileging members of one’s own 
group.”77 
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• Implicit Bias: Implicit bias refers to social behavior or attitude that affects our 
understanding, actions, and decisions in an unconscious and automatic manner.78 
• Explicit Bias: Explicit bias refers to social behaviors or stereotypes that affect our 
understanding, actions, and decisions in a conscious manner.78  
• Stereotypes: Stereotypes are shared opinions about a group of people and can be seen as 
one of the many ways people simplify the difficult information that creates their social 
world.77 
• Prejudice: Prejudice is “a negative (or less positive) evaluative or effective response, or 
both, to others in a given context based on their group membership.”77 
• Racial Discrimination: Racial discrimination refers to illegal action based on group 
membership in the form of verbal and nonverbal behaviors that lead to direct harm or 
failure to assist an individual or group.77 
• Race: Race refers to superficial physical variances that a specific society considers 
substantial and treats them in a different way.2 
• Ethnicity: Ethnicity refers to “a shared culture and way of life, especially as reflected in 
language, folkways, religious and other institutional forms, material culture such as 
clothing and food, and cultural products such as music, literature, and art.”2 
• Visible Minority: A visible minority is “persons, other than Aboriginal peoples, who are 
non-Caucasian in race or non-white in color,” including both Canadian-born and foreign-
born persons (immigrants). It is a Canadian term developed to further creativities related 
to equal prospects for all Canadian populations. The word visible indicates the difference 
in skin tone, and the word minority indicates numerical smallness. Categories in the 
visible minority population variable include Chinese, South Asian, Black, Filipino, Latin 
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American, Southeast Asian, Arab, West Asian, Korean, Japanese, visible minority, and 
multiple visible minorities.79,80 
• Health Care providers (HCPs): HCPs are defined as medically qualified persons, such as 
physicians, dentists, pharmacists, and nurses, who are part of a health care team or a 
member of a public health services team.81 
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CHAPTER TWO 
A REVIEW OF RELEVANT LITERATURE 
2.1 Introduction 
This chapter presents an overview of previous work on related topics that provide the necessary 
background for understanding a relationship between implicit and explicit bias and perceptions 
of pharmacist services among Arab and Black individuals. To achieve this, 12 areas of the 
literature will be reviewed: Racial and ethnic disparities (section 1), health disparities in Canada 
(section 2), the importance of the provider-patient relationship (section 3), health care disparities 
and provider behavior (section 4), racial bias and health disparities (section 5), the role of 
pharmacists in health care (section 6), patient/public perceptions, expectations and views of 
pharmacist services (section 7), health-related disparities in community pharmacy (section 8), 
reducing racial and ethnic bias among HCPs (section 9) implicit versus explicit racial bias 
(section 10), measure of implicit bias (section 11), and immigration and visible minority 
population in Canada (section 12).  
2.2 Racial and Ethnic Health Disparities 
Health disparities have gathered an increasing amount of attention from practitioners and health 
policymakers. As a complex and multi-factorial construct, difference in access to health care, 
treatment options pursued, and unequal outcomes achieved among members of various social 
groups has been well-recognized as a serious problem facing many health care systems in 
societies with fairly large and diverse ethnocultural populations, such as in the United States, the 
United Kingdom, and Canada.21,82,83 These disparities emerge from a complex and interrelated 
set of a health system, health care professional, patient, and social and environmental 
factors.76,84,85  
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Health care disparities are categorized as acceptable and unacceptable based on the source of the 
disparity. If disparities happen as a result of differences in clinical suitability or patient 
preferences, then the disparities are considered acceptable. Unacceptable health inequalities 
happen when individuals who have equal access to health care experiences are unequal in health 
care treatment and, hence, experience poorer health outcomes due to discrimination or the 
operation of the health care and legal systems.2,86 Differences in care range from quality of 
routine examinations to disease treatment and management,4 and have been shown occur among 
individuals with equivalent levels of insurance and socioeconomic status.87 
Health disparities can be defined as the inequalities and/or gaps in health care and the quality 
of health care that exists when members of specific population groups do not benefit from the 
same health care services as other groups.76 It can also be understood as population-specific 
disparities in the presence of disease, clinical outcomes, and rate of death88 It has been shown 
that racial and ethnic aspects are main determinants of receipt of high-quality health care, 
whereas socioeconomic status, insurance coverage, or illness severity play a lesser role.2 The 
IOM defines racial and ethnic disparities in health care as “racial or ethnic differences in the 
quality of health care that are not due to access-related factors or clinical needs, preferences, 
and appropriateness of intervention.” 2 Research from the United States has shown that racial 
and ethnic disparities in health care are remarkably consistent among minority groups, 
including Asian Americans, African Americans, Native Americans and Hispanics more than 
600 articles documenting racial or ethnic differences in health care published over the last few 
decades.89  
The IOM report on health disparities presents irrefutable data from decades of peer-reviewed 
research assessing the quality of health care for various minority groups and concluded that, 
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overall, the United States, with one of the most advanced health care systems worldwide, had 
a system of care that was unequal and based on racial and ethnic bias. The report further 
documented that “racial and ethnic minorities experience a lower-quality of health services, 
and are less likely to receive even regular medical procedures than are white Americans” 
across a wide range of clinical services, illness areas, and clinical settings (e.g., emergency 
department, nursing homes, primary care); even when characteristics typically linked with 
disparities, such as insurance status, income, severity of conditions, and access-related 
factors, are controlled.2  
However, having access to health care does not assure high-quality care. Members of 
minority groups such as racial and ethnic minorities often receive lower-quality care from 
under-resourced facilities and over-stretched health providers. Numerous studies reported that 
minority groups of all ages experience significant health disparities and are more likely to be 
untreated for a number of needs, including acute conditions, chronic disease management, 
mental health assessment, and other areas of care.90,91 According to the 2015 US National 
Health care Quality and Disparities Report, Black and Hispanic patients were less likely than 
white patients to have a usual place to go for medical care. This may be further impacted by 
minorities’ higher number of unemployed individuals and those working in low-paying jobs 
that include limited health insurance as part of the benefits package.30 In addition, Black, 
Latino, American Indian, and Alaska Native patients received worse care than white patients 
for about 40% of quality measures.92 Williams and Rucker 93 stated that Black groups 
continue to have elevated rates of morbidity and mortality for several diseases compared to 
white groups as a result of differences in health care. Petersen and colleagues94 found that 
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white individuals are more likely to receive thrombolytic treatment for myocardial infarction 
than Black individuals.  
Regarding health status, the IOM report states that minority groups have higher morbidity and 
mortality compared to non-minority groups in general.2 Several studies have reported that 
African Americans, Hispanics, American Indians/Alaska Natives, and Arabs experience a 
higher burden of chronic conditions, and the overall life expectancy for these persons was 
considerably lower than for white persons.23,95-98 For instance,  Black, Latino, and Native 
American patients have found to have rates of diabetes that far exceed those in white 
patients.99-101 Younger Hispanic men have the highest prevalence of obesity compared to 
other groups.102 Black people are more likely to die of cardiovascular conditions than white 
people.103 Infant mortality occurs in Black people 1.5 to 3 times more than in other races or 
ethnicities.104  
2.3 Health Disparities in Canada 
For many Canadians, their free universal health care system is a point of national pride105 The 
provision of the Canadian Health Act (CHA) of 1984 set out the primary objective of the health 
care policy: “to protect, promote and restore the physical and mental well-being of residents of 
Canada and to facilitate reasonable access to health services without financial or other 
barriers.”106 The CHA intended to assure equal access to health services and health care. 
Therefore, all patients from different backgrounds are entitled to a high quality of care that 
reflects knowledge of, awareness about, and respect for their similarities and differences. 
However, an increasing number of Canadian studies have indicated that disparities in the 
provision of health care and health outcomes exist among groups, including an individual’s 
economic status, age, gender, geographic location, racial, ethnic, and sexual orientation.105,107  
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Disparities in health and health care have been recognized across the social determinants of 
health, in the use of preventive services, and in the use of health care services, such as access to 
kidney dialysis and transplants, hip and knee arthroplasty, cardiac care, and stroke, cancer, or 
AIDS treatments.108-113  
Economic status is a key factor influencing the rate of morbidity and mortality, Luo et al.114 
reported that women who are poor and have lower education levels have a high risk of negative 
health outcomes compared to other women. Booth et al.115 demonstrated that diabetic patients 
living in remote areas in Ontario experience a high rate of developing an acute complication of 
diabetes. Another study found an increased risk of emergency hospital visits due to asthma 
complications among children of low-income families.116 Within the low-income category, 
individuals identified as having a higher rate of experiencing poor health include elder 
individuals, the unemployed, welfare receivers, single women are supporting kids and members 
of social groups such as indigenous and immigrants.117 
Differences in health care and health outcomes by gender have been observed as well. Fowler 
and colleagues118 evaluated the pattern of care in the intensive care unit of 13 Ontario hospitals 
and found that women are less likely than men to be admitted to an Intensive Care Unit (ICU) 
and to receive select life-supporting treatments and had a greater risk of dying than men after 
serious diseases. Although heart disease is the number one killer of women, they are less likely 
to receive medical care from a cardiologist, or to be referred for other required treatments.119 
Age is also a factor in health disparities; young individuals and the aged have distinct health 
concerns. Seniors were more likely to have one or more chronic health diseases such as 
hypertension, arthritis, and back issues than those aged younger.120 The Canadian Institute for 
Health Information (CIHI) reported that elderly patients with multiple chronic conditions taking 
19 
 
a high number of prescription drugs were at a greater risk of experiencing side effects requiring 
medical attention; however, half of them experienced poor quality of care.121 
Health disparities between First Nations or Aboriginal populations and other Canadians also 
have been well documented. According to the Canadian Community Health Survey (CCHS),122 
83% of non-Aboriginal individuals have a regular medical doctor, compared with 44% of 
Aboriginal individuals. In fact, most members of the First Nations, particularly Inuit, are served 
by a nursing station only, and accessing hospital care services can need extensive travel, which 
may affect negatively their health outcomes.123  
Immigrants, newcomers, and refugees bring another dimension to health disparities. Lear et al.124 
found that immigrants and newcomers start with a lower risk of cardiovascular conditions; 
though, this risk increases in direct relationship to the length of residency in Canada, 
consequently, after twenty years, immigrants and newcomers are at increased risk of 
cardiovascular diseases compared with the Canadian born. Research by Lane and colleagues125 
found disparities in health among refugee and immigrant children in Canada. Refugee children 
are at risk of a high level of cholesterol, while immigrant children are more at risk of being 
overweight or obese, mainly if they are older and are from privileged backgrounds in low-
middle-income countries.  
In addition to the negative impact on health outcomes and health care, it is estimated that more 
than 14% ($6.2 billion) of Canadian health care spending on acute care in-patient 
hospitalizations, prescription drugs, and doctor consultations per year as a result of health 
disparities.126  
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However, reliable health-related research on members of racial and ethnic minority groups is 
relatively rare in Canada.127,128 Khan and his colleagues82 reported on health and health care 
disparities between First Nations or Aboriginal individuals and other Canadian populations; yet, 
there seems to be a lack of health information about other racial or visible minority groups. 
Several studies added that much of what we know about Canadian visible minorities’ health 
comes from studies conducted on immigrants and newcomers, many of whom are identified 
themselves as a member of visible minority populations. Nonetheless, not all visible minority 
individuals are immigrants.129-132 
Canadian-born visible minority individuals differ from foreign-born visible minority individuals 
in several ways, including official linguistic proficiency, social and cultural background, and 
familiarity with Canadian society and foundations.82 Therefore, questions such as “Do visible 
minority Canadians experience any difference in accessing and receiving health care in 
comparison with white Canadians?” is difficult for researchers, health practitioners, and 
policymakers to answer. One of the explanations for the lack of such research on visible minority 
populations and health is that Canadian care registry data do not regularly record race or 
ethnicity statistics.133,134 Therefore, such a knowledge gap needs to be addressed to ensure that all 
Canadian individuals have equal access to health care and high standard quality of care. 
2.4 The Importance of the Patient-Provider Relationship 
Health providers are considered the cornerstone of the health care system, and it is essential 
for them to have vast knowledge and skills. Patient-centered care, which defined as delivering 
care that is respectful of and responsive to individual patients’ preferences, wants, and values 
while making sure that patient standards guide all clinical decisions is one of six significant 
aspects of high-quality health care,135 and providers must be able to involve patients in a 
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cooperative partnership. Effective communication and functional relationships between 
providers and their patients have been well-recognized as a desired and vital part of health 
care delivery and significant for providing high-quality health care.136,137 It is regarded as a 
fiduciary relationship in which mutual trust, respect, and confidence are significant.138 
Without such a relationship, it is difficult for patients to develop an appropriate treatment 
strategy to help them manage and control their conditions, especially for patients with chronic 
diseases.139 Gorski140 defined therapeutic relationships as “the central interpersonal milieu in 
which patients are diagnosed, given treatment recommendations, and referred for appropriate 
tests, procedures, or care by consultants in the health care system.” Many studies have 
demonstrated that having good patient-provider encounters and relationships has a positive 
impact on a number of patient health outcomes, including health functional and emotional 
status,141 patients’ adherence to medications, and medical advice,107,142 patient and provider 
satisfaction,143 and reducing medical malpractice risk.144,145 Roter and colleagues146 found that 
good patient-provider interaction is associated with improved emotional and physical health, 
higher symptom resolution, and improved control of chronic conditions. In terms of 
compliance with therapeutic regimens, it has been shown that physicians’ attitude toward 
their patients, their skill to stimulate and respect the patients’ worries, the delivery of useful 
medical advice, and the demonstration of understanding and the improvement of patient trust 
are the essential causes of enhancing patients’ medication adherence.147,148 Patient 
dissatisfaction with health care services is a significant problem in medical practice, and it can 
result in disputes against physicians by patients and unnecessary health care spending. 
Utilizing techniques to improve patient satisfaction with care is of interest to both the health 
service system and providers. To this end, the provider-patient relationship may have a 
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significant role to play.149 A review of 17 studies found that training HCPs in patient-centered 
collaborative care has shown a positive effect on patient satisfaction with care.150 In another 
study that investigated the outpatient division of a teaching hospital, Grembwski151 reported 
that primary care providers’ satisfaction with their professional life was connected to greater 
patient trust and confidence. In terms of reducing malpractice risk, Hickson et al.152 found that 
communication is a significant factor linked to malpractice claims filed by families against 
physicians following parental injuries.  
Indeed, positive patient–provider interaction is significant and has multiple benefits on 
several aspects of health outcomes, which include patient satisfaction and adherence. 
However, ethnic and racial minority groups seem to be at a disadvantage in this dimension of 
health care.144,153-156,156-158 In addition to cultural and linguistic barriers, there have been 
persistent concerns that providers’ attitudes and behavior also contribute to this issue.2,159 
2.5 Health Care Disparities and Provider Behavior 
HCP attitudes and behavior are a target area for scientists and researchers trying to understand 
and minimize disparities in health care, which commonly occur through race and ethnicity 
dimensions.2 Although explicit discriminatory behavior in the multicultural countries may 
have declined in recent decades,160 implicit discrimination and institutional bias are persistent 
by subtle, overt thoughts and feelings that may affect HCPs’ behavior and treatment 
choices.161-163 Consequently, health care settings used predominantly by racial and ethnic 
minorities are characterized by longer wait times for examinations, overcrowding, and less 
continuity of care,164 or physicians and other HCPs may devote more time with white patients 
than with other racial and ethnic patients.44 Furthermore, HCPs may vary in the extent to 
which they cooperate with patients in systematic though non-deliberate approaches. For 
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example, Oliver and colleagues165 found family physicians believed that white patients were 
more medically cooperative than Black patients.  
Unconscious biases may be expressed in several ways: approaching patients with a 
demeaning behavior (e.g., in facial expression, posture, body language, gesture, and voice 
tone) that make the patient uncomfortable and cautious to engage in truthful dialogue, failing 
to use interpreters when required, doing more or less thorough diagnosis and examination 
work, recommending various treatment decisions for patients based on assumptions and 
expectations about their adherence to intensive treatment, and granting different privileges, 
such as permitting some families to visit their patients after hours while limiting visitation for 
other families.15,29,47,148,166,167  
HCPs may exhibit positive or negative behaviors toward different minority groups. Negative 
behaviors toward certain social groups such as racial and ethnic or personal demographic 
groups frequently exist at the margins of consciousness and are hardly accessible to persons. 
Researchers and scientists in the social psychology field have therefore described 
discriminatory behaviors or bias as either conscious (explicit) and unconscious (implicit).74,168 
As widespread condemnation of explicit discriminatory comments made by politicians and 
other public officials explains, overt or “old-fashioned” racial and ethnic bias is not socially 
acceptable. This is especially true in the health care professions, which regularly reject overt 
racial and ethnic bias in any form. Epstein169 stated that many HCPs have argued that explicit 
prejudice and bias are relatively rare among individuals who choose to work in health care. 
The IOM2 noted that it is more likely that the vast majority of health care providers deliver 
high-quality care to all patients with respect and courtesy. However, it seems that they may 
still provide medical services influenced by unconscious bias, and stereotyping is persistent. 
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Greenwald et al.38 found that the majority of American populations hold an implicit bias 
against Black individuals. These biases can be associated with a long history of racial and 
ethnic discrimination, and certain racial and ethnic groups are often portrayed negatively in 
culture and mass media, along with generalized responses to specific undesirable personal 
experiences and reactions.  
Previous studies have measured ethnic and racial bias among HCPs, all using IAT. They found 
strong evidence that HCPs had an unconscious bias about a race to varying degrees, whereas 
conscious bias was low to nonexistent.11,44,61,170-173 Green et al.11 measured internal and emergency 
medicine physicians’ implicit racial bias about race, finding that physicians hold strong 
unconscious bias favoring white patients over Black patients. The same study added that 
physicians covertly associate Black people with being “less cooperative” than white patients. A 
study of pediatricians found less implicit race bias compared with others in society and other 
physicians46, where implicit bias is associated with white patients (versus Black patients) in terms 
of being “compliant.” Sabin et al.61 measured physicians’ implicit bias as a whole using data from 
Harvard’s Project Implicit© website, which allows people to take numerous versions of the IAT 
online. In general, the 2,535-website test-takers, who reported having a Doctor of Medicine (DM) 
degree, exhibited a pro-white bias. In addition, they found that the degree of implicit race bias 
varies by physicians’ race, ethnicity, and gender. For instance, the implicit bias for either Black or 
white patients was neutral in Black providers and significant among providers of all other racial 
groups; meanwhile, women exhibited a less implicit race bias than men. Implicit preference for 
whites has also been found among medical students. Haider et al.13 discovered that medical 
students exhibit unrecognized preference toward white and high-class people versus Black and 
low-class people. However, experienced HCPs are not immune to implicit bias. A study conducted 
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by Blair et al.173 revealed that two-thirds of participating experienced physicians shown some 
implicit bias against minority patients, even as they refused explicit expressions of bias. 
Accordingly, although HCPs generally have relatively unprejudiced explicit behaviors toward 
racial and ethnic minorities and demonstrate a desire to provide equitable care, they are more likely 
to show significant unconscious biases against racial and ethnic minorities and interact with them 
less effective than with white patients, which may contribute to disparities in health care.60, 174,175 
Race and ethnicity are not the only areas where providers exhibit implicit bias. Studies have shown 
that implicit bias in other areas, including age, gender, body size, sexual orientation, mental illness, 
language accent, and socioeconomic status, may also be present. 18,176-185  
2.6 Racial Bias and Health Disparities 
Holding that physicians and other HCPs have measurable implicit bias does not in itself prove 
that this bias affects the patient-provider interaction or changes the treatment patients receive. 
However, studies have examined the relationship between providers’ racial/ethnic bias and 
particular types of health care outcomes, which may prolong disparities in health care.2 These 
health care disparities were divided into three general paths described further below: patient-
provider interaction, treatment decision-making, patient treatment and recommendation 
adherence, and patient health outcomes (Figure 1). 
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Figure 1. Paths in Which Providers Bias Can Cause Racial Disparities in Health Care 
 
2.6.1 Patient-Provider Interactions 
Cooper and colleagues44 found that physicians’ higher implicit pro-white bias on the IAT was 
associated with white patients feeling more respected by the physician. However, among Black 
patients, physicians’ bias was negatively correlated with Black patients’ perceptions of poorer 
communication, less respect form physicians, lower patient ratings of interpersonal care, and less 
willingness to recommend their physicians to someone else. Similarly, Penner et al.63 discovered 
that Black patients have less positive reactions with providers who score relatively low in 
explicit and high in implicit bias, rating them as less warm, friendly, as well as lower scores by 
providers regarding their feeling of “being on the same team” with their Black patients. 
However, this study noted unexpected findings: A small number of non-Black physicians 
exhibited less implicit bias than physicians in other studies, based on a small and primarily 
minority physician sample that may not have been exposed to the same degree to socialization 
effects that produce implicit bias. Blair et al.172 administered a telephone survey to almost 3000 
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patients and randomly selected from the patient panels of 134 physicians who had previously 
completed tests of explicit and implicit ethnic/racial bias. The authors found Black patients 
perceived poorer treatment in domains such as patient-centered care, patient satisfaction of care, 
treatment adherence, and patient-physician communication from physicians who exhibited 
implicit bias against Black individuals on the IAT as compared with a reference group of white 
patients. In another study, Dovidio et al.35 investigated the impact of racial attitude on white and 
Black relations and found that the perception of the interaction between white physicians and 
Black patients was affected by the physician’s implicit race bias, although explicit bias and 
stereotypes were absent. Such negative bias and stereotypes could create less favorable outcomes 
for Black than white individuals in ways that reduce adherence and create distrust, thereby 
contributing to inequalities in care. 
Differences in the delivery of patient-provider clinical interactions are also associated with 
patients’ racial and ethnic backgrounds. Johnson et al.27 found differences in the content and tone 
of medical visit communication for Black and white patients; providers are more verbally 
dominant and involved in less patient-centered care communication with Black patients than 
with white patients. In a recent study of patient-physician communication during medical visits. 
Another study conducted by Hagiwara et al.45 also found an association between implicit racial 
bias and verbal dominance by primary care providers during medical interaction with Black 
patients. 
2.6.2 Treatment Decision-Making 
Studies also support the relationship between unequal treatment decisions and providers’ implicit 
bias.186-189 These studies exist in two forms: research comparing treatment recommendations for 
patients who are equal except for social group information, and research directly examining 
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implicit and explicit bias and then defining the association between the degree of bias and 
providers’ decision-making.60 Researchers found that providers have more negative attitudes and 
stereotypes of Black patients than white ones, in relation to their general qualities (e.g., 
cleverness) and patient-relevant characteristics (e.g., amenableness).190 Some evidence suggests 
that minority patients may receive different diagnoses and treatment because of their race and 
ethnicity. For instance, patients with an ethnic minority background receive fewer pain 
medications than white patients in an emergency room.186,187 
Todd et al.189 reported that non-Hispanic whites were as twice as likely as Hispanic patients with 
similar injuries to receive analgesia in the emergency department. In a follow-up study, 
researchers evaluated physicians’ estimates of pain severity in Hispanic patients compared to 
non-Hispanic white patients; they found that physicians could accurately estimate pain severity 
regardless of ethnicity; however, they still provided fewer opioids to Hispanic patients with 
severe pain. Another study conducted by Calabrese et al.191 found that after reading a medical 
case involving a Black versus white patient at risk of HIV, medical students indicated that the 
Black individuals would be more likely to engage in increased unprotected sex if prescribed a 
preventive drug, which, in turn, was linked with reduced willingness to prescribe a preventive 
drug to the patient.  
Additionally, research has indicated that providers’ unconscious bias may contribute to racial 
and ethnic differences in the care of patients with cardiovascular diseases, where Black patients 
are less likely than white patients to obtain appropriate therapeutic procedures.11,24,94,192-194 For 
example, Sabin and Greenwald46 discovered pediatricians' implicit attitudes about race affect 
treatment recommendations; they recommended the ideal management of pain after surgery at 
lower rates when responding to vignettes of Black patients as opposed to white patients. Green et 
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al.11 tested that whether health providers show implicit racial bias and whether the magnitude of 
such bias predicts thrombolysis recommendations for Black and white individuals with acute 
coronary syndromes and found that implicit bias among internal medicine and emergency 
residents was linked with the different thrombosis treatment of minority patients that matches 
real-life health care differences  
2.6.3 Patient Treatment Adherence and Patient Ratings of Care Received 
The presence of pro-white bias among physicians has also been associated with poor adherence 
to treatment recommendations and under-exploitation of health care among minority group 
patients. Other researchers found that non-Black physicians are more likely to view Black and 
Latino patients as less trusted, less intelligent, more conflicting, and less likely to adhere to their 
medical recommendations compared to white patients.195,196 Bogart et al.197 demonstrated that 
physicians are less confident in patients of color to be adherent to medications in comparison 
with white patients.  
Potentially, as a response to the previously noted barriers, racial and ethnic patients are more likely 
to believe that they would be the target of bias, racism, and discrimination.198,199 A number of 
studies have reported that minority patients are more likely to think that health professionals 
judged them unjustly or treated them with disrespect based on race and ethnicity.153,156,200-202 In 
addition, patients of color are less likely to trust the medical care system and more likely than 
white patients to notice they would have received better medical care if they belonged to white 
groups. Penner et al.63 subsequently reported that perceived prejudice was significantly and 
negatively linked with patient health, interaction with health care professionals, and adherence. 
Benkert et al.203 found that minority patients’ perceptions of experience with bias were negatively 
linked with patients’ satisfaction with care. Minority patients who perceived bias and/or 
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discrimination reported less adherence to physicians’ recommendations and therapy, missing more 
medical appointments, postponing in acquiring medical care or prescriptions, and less use of some 
protective services that, in turn, led to lower satisfaction.200,204-208 Blair and colleagues173 found a 
consistent link between physicians’ implicit bias and their non-white patients’ evaluations of them: 
the stronger the physicians’ implicit bias for white patients versus Black patients, the lower their 
Black patients rated them. Cooper et al.44 revealed more consistent associations between 
physicians’ implicit bias about race and poor ratings of care among Black patients.  
2.6.4 Patient Health Outcomes 
Few studies examined providers’ implicit bias and health outcomes. A study of Spinal Cord 
Injury (SCI) patients found higher physicians’ implicit bias as assessed by IAT was associated 
with SCI patient health outcomes. Psychosocial health outcomes, including social integration, 
self-reported health depression, and life satisfaction for Black and white patients, appeared to be 
negatively affected by the presence of provider bias in this sample.16 However, physical health 
outcomes, including mobility, physical independence, and occupational functioning, appeared 
unaffected by the presence of bias. Another study conducted by Blair et al.209 revealed that 
implicit bias among physicians did not affect their provision of care to their Black and Latinos 
patients, nor did it affect the patient’s clinical outcomes.  
2.7 The Role of Pharmacists in Health Care 
Health care systems and associations find themselves confronting new challenges in keeping 
up with the increasing health care demands of the public.210 Many of these challenges are 
related to improving the economic, humanistic, and clinical outcomes for patients with long-
term diseases.211,212 These demands have made health care stakeholders, including health 
practitioners, government, and policymakers, seek alternative approaches to enhance the 
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health care system and improve individual care. Therefore, health care services have been 
encouraged to be more effectively used, also encouraging all members of the health care team 
to require to reevaluate their roles and contributions.213 Makowsky and colleagues214 stated 
that better collaboration could minimize medical errors and enhance individual clinical 
outcomes by combining skills, expertise, and resources. Yarnall et al.215 found that most 
physicians do not have sufficient time to deliver all of the preventive and chronic illnesses 
and acute care services to patients in their practice. In 2014, nearly 4.5 million Canadians 
aged 12 and older reported not having a regular physician, and two million reported 
difficulties in accessing routine or ongoing care.216 Clarke217 reported that between 2009-
2013, approximately 43% of Canadians said they had difficulty getting an appointment with a 
family doctor, 51% said that they waited too long for an appointment, and about 17% said 
that they waited in the office too long to see a doctor. For at least some of these individuals 
and certain components of primary health care, non-physician health care professionals can 
provide solutions to the problem of time and may represent high-quality alternatives. 
Community pharmacists, as vital members of health care teams, can play a crucial role in 
filling many of these gaps in health care provision, as they have the appropriate knowledge to 
achieve desired clinical effects and minimize adverse health events.218 Paudyal and 
coworkers219 reported that pharmacists were trained to help patients with minor ailments such 
as colds and influenza, hay fever, and many pains and troubles, resulting in saving doctors’ 
time spent with minor conditions and enabling them to concentrate on patients with more 
complex health issues. This may lead to shortening emergency department waiting times, 
freeing up surgery times, and improved patient access to services.  
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Over the last five decades, pharmacists’ traditional role is expanding worldwide from a 
person who was mainly responsible for the preparation, dispensing, and supply of 
medications to a person who provides services and plays a greater role in providing health 
promotion and disease prevention.220 Pharmacists also interact with other HCPs in 
recommending pharmacotherapy, drug treatment, and through education and research in 
complicated, highly expert practice settings.75 Several studies provide excellent examples of 
pharmacists performing essential roles in community pharmacy settings; in addition to their 
roles in preparing, dispensing, and suppling medications, the pharmacist can play a significant 
role in medication therapy management, specifically educating and counselling patients on 
optimal medications use, modifying medications, monitoring of drug consumption, advising 
on symptoms of minor ailments, providing information about the appropriate use of drugs and 
potential side effects and interactions, encouraging adherence, identifying and preventing 
medication therapy issues, and providing health education with the goal of enhancing patient 
processes of care and clinical outcomes221-223  
Pharmacists also have the most significant effect on patient adherence to drug therapy, as they 
are uniquely placed to identify patients who may not be taking their medications as 
prescribed; they can interfere at the point of medicine dispensing and supply by providing 
education and counseling.220,224 Lee and colleagues225 reported that pharmacists can increase 
medication adherence rates, medication persistence, and clinically meaningful reduction in 
certain diseases, resulting in improved patient clinical outcomes and reducing long-term costs. 
Another study conducted by Latif et al.226 stated that during over-the-counter (OTC) 
consultations, pharmacists could recognize which medications a patient may not be taking, as 
well as possibly improper medications, helping to decrease waste and improve care. In 
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addition, pharmacists often provide advice on managing conditions without medications as 
first-line solutions, thus saving on the cost of buying unneeded OTC medicines.227 
Furthermore, pharmacist counseling can also reduce the frequency of physician visits and 
hospital admissions. Luder and colleagues228 reported that patients who received medication 
therapy management from the pharmacist experienced significantly fewer readmissions than 
patients who received the usual care.  
Despite the significant role of pharmacists and its positive impact on patient clinical 
outcomes, there is a lack of or low awareness of the full range of pharmacy services available 
and pharmacist roles. Smith et al229 conducted focus groups with consumers to evaluate their 
current knowledge of pharmacist capacity to provide primary care drug management services 
and found that most customers viewed pharmacists in traditional supply and dispensing roles 
and were thus unfamiliar with the direct patient care duties of pharmacists as part of 
community-based health teams. 
2.8 Patients/Publics Perceptions, Expectations and Views of Pharmacist Services 
Pharmacists are consistently ranked among the most trusted health professionals. Ipsos Reid 
released the results of its latest “most-trusted professionals” survey in 2012; the survey shows 
that close to 8 in 10 participants gave pharmacists a high trust rating.230 In addition, there is a 
large volume of published studies indicating a high level of satisfaction with services 
provided by community pharmacists. A systematic review conducted by Anderson et al.231 
found users of community pharmacies expressed a high level of satisfaction, and they were 
more interested in the availability of further information and advice from a pharmacist. Nau 
and colleagues232 reported that patients who receive comprehensive care in pharmacy settings 
perceive their pharmacists to be of greater benefit and value to them. However, in their 
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systematic review, Hindi et al.213 found that although most of the literature suggests that 
general public perspectives about community pharmacy services are positive, awareness of 
pharmacy services and pharmacists’ roles beyond medication dispensing and supply remain 
poor.  
2.8.1 Awareness and Use of Pharmacy Services 
Lack or low public and patient’s awareness of pharmacist services was a common finding in 
several studies. In a study that set out to determine the views of healthy adults on the role of 
community pharmacies, Krisa and Morecroft233 found that there was a general lack of 
awareness of pharmacy capacity and role in providing services such as screening for cancers 
and other chronic conditions that designed to improve public health. Another study conducted 
by Born et al.234 reported that there is a lack of awareness of pharmacy services, particularly 
drug therapy management, refill synchronization, and adherence packaging; therefore, 
pharmacists should be proactive in informing patients of the services offered at their 
pharmacy. Latif et al.235 concluded that the pharmacy setting appeared to be described as a 
medicine supply and place for medications purchase as well as advice on minor ailments. 
Rodgers et al.236 reported that when survey respondents were asked how often they used 
community pharmacies for particular purposes, a high proportion reported that they only used 
community pharmacies for obtaining prescriptions (85.1%) and the purchase of medicines 
(79.2%). 
Lack of awareness was accompanied by lack of exposure to or low use of a number of 
pharmacists and pharmacy services. In a study comparing pharmacy consumers’ experiences, 
Fakih et al.237 found that only 24 out of 155 (15%) participants in England had experienced a 
pharmacy-based program for weight loss. Saramunee and colleagues238 reported that 
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participants indicated that an influential factor in lack of awareness was pharmacy services 
not advertised. Ndiaye et al.239 mentioned that although an increasing number of people were 
receiving influenza and pneumococcal vaccines in pharmacies, the number of vaccines 
delivered was modest. Furthermore, George et al.240 interviewed participants who tried to lose 
weight, and only one participant preferred the pharmacy and pharmacist as their first choice 
for advice on weight management, while 28 participants selected the pharmacy as their least 
favored option. However, the majority of participants demonstrated a willingness to take 
advantage of the expanded services despite low initial awareness.64 Another survey study 
found that most respondents were willing to be screened for cardiovascular disease in a 
pharmacy.241  
2.8.2 Perceptions of Pharmacists 
Public perceptions of pharmacists seemed to influence patients’ preferences for pharmacy-led 
services. Krska et al.233 found that a significant number of respondents indicated they would 
not use the pharmacy as a source of public health advice due to problems with respect to 
confidentiality, privacy, space, and busyness. In another study, Hobson et al.242 reported that 
although participants acknowledged the expert medication knowledge of pharmacists and 
their accessibility, they preferred nurses over pharmacists due to the perception that 
pharmacists were “behind-the-counter” health care members. Wood and colleagues243 
conducted a pilot focus group interview to explore older individuals’ opinions of current 
community pharmacy provision and found that older individuals perceived pharmacists’ role 
to be limited to dispensing and minor conditions. Moreover, patients and the public were 
suspicious of pharmacists’ commercial associations and financial motives. Bissell et al.244 
found commerce to be an important dimension shaping respondents’ views of pharmacist 
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services. However, participants in one study conducted by Fitzgerald et al.245 were supportive 
of pharmacists providing professional advice, referrals to other HCPs, and treatment 
recommendations. 
2.8.3 Preferences for Physician versus Pharmacist Care 
Patients and general public perceptions of the roles and standing of physicians affected their 
opinions of pharmacists and pharmacy services. Tinelli et al.246 revealed that survey 
respondents stated that they wanted pharmacists to provide dispensing, medications review, 
and advice on medication; however, patients indicated a preference for seeing their physician 
to discuss their medications. Another study discovered that 49% of survey respondents 
preferred a physician, while 23% of them preferred pharmacists to discuss medication-related 
issues.233 Regarding prescribing, Stewart et al.247 reported that 65% of participants would 
prefer to see a doctor about prescribing consultations more than a pharmacist prescriber. In 
contrast, MacLure and colleagues248 found that most of the survey respondents indicated a 
preference for pharmacists over physicians regarding medication advice and support for non-
medical prescribers to engage more with the general public. 
2.8.4 Facilitators of Pharmacy Care from the Patient’s Perspective 
Accessibility and availability were the most commonly mentioned advantages ascribed to 
pharmacy services. Tucker and Stewart249 conducted interviews with patients presenting at 
pharmacies and found that one reason participants gave for consulting pharmacies was the 
non-appointment-based nature of community pharmacies. Another qualitative study 
demonstrated that one of the major benefits of advising pharmacists was the additional time 
allowed for consultations, which meant pharmacists had time to listen to any patient concerns 
about their medications and conditions.250 Anderson et al.251 reported that most participants in 
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a study selected access and convenience as the main reasons for using pharmacy services. 
Pharmacists’ professionalism was also influential on patients’ satisfaction. Baraitser et al.252 
reported that friendliness and excellent communication skills of the pharmacists and counter 
staff were important to most participants. Wood et al.243 mentioned that good communication 
from the community pharmacy helped to improve the experience of patients and the general 
public. Furthermore, pharmacists’ manners were perceived as the cornerstone of building a 
good patient-pharmacist relationship. Participants in a study described that as a result of their 
relationship with the pharmacist, they were more likely to be satisfied and honest with them 
during a discussion.253 Stewart and colleagues254 found that patients felt more comfortable 
having consultations with pharmacists in comparison to physicians. Other less commonly 
mentioned benefits in the studies were advice, referral and informal signposting,255 quality of 
service,256 and collaboration with other HCPs.248  
2.8.5 Barriers Impacting Pharmacy Care from a Patient’s Perspective 
Participants in many studies raised several barriers to use pharmacist services. Fitzgerald et 
al.245 demonstrated that there was a high level of a common accord of trust that pharmacists 
would discuss problems confidentially; however, they would be concerned over privacy in a 
community pharmacy. Other studies exposed specific displeasure of patients and members of 
the public with chain pharmacies in terms of privacy. It was apparent that service users were 
unaware of consultation rooms offered at pharmacies.238,257 Dhital and colleagues258 revealed 
that the study participants indicated that privacy remained a problem even when using private 
rooms. On the contrary, participants in a survey study exploring the views of the general 
public on non-medical prescribing were familiar and reassured by the presence of 
consultation rooms.259 
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In addition to the privacy issue, Tucker and Stewart249 reported that access to patient medical 
records was an issue that hindered many patients from using pharmacist services. Finally, lack 
of continuity was also mentioned as a barrier in another study conducted by Saramunee et 
al.238 suggesting that pharmacy services were not always conducted by the same person, 
which decreased patient-pharmacist relationships and confidentiality. 
For minority patients, Bancroft et al.260 detected that patients of certain social groups were 
statistically underrepresented among other patients accessing the support offered by 
community pharmacies such as medications use reviews, inhaler technique training, and 
smoking cessation guidance. Youmans et al.58 conducted six sex-specific focus groups to 
understand Black patients’ perception of the role the community pharmacist and their 
communication with pharmacists and found that Black patients identified several 
communication barriers included perceived lack of interest or knowledge by the pharmacist, 
time restraints, and an inability to recognize the pharmacist. The authors concluded that it 
appears that the role of the community pharmacist is not being entirely realized by these 
participants, which may negatively impact the patient-pharmacist relationship. 
2.9 Health-Related Disparities in Pharmacy 
A large and growing body of literature investigated the health care disparities in clinic 
settings such as a hospital, primary care center, outpatient clinic, or doctor’s office.2,24,261-265 
However, it is found that pharmacists or the “pharmacy system” is a significant dimension of 
disparities in health and health care. In a 2015 review of the pharmacist practice and health-
related disparities, Wenger and her colleagues266 reviewed 93 peer-reviewed and 23 grey 
literature articles on pharmacy-specific research into health-related disparities; they concluded 
that although many pharmacists are engaging with a range of patients from different 
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backgrounds with respect, providing comprehensive care, and participating in informative 
conversations, there are still stigma, prejudice, and discrimination- evidence of challenging 
patterns significant to acceptable care. The majority of studies focused on three core concepts 
of health disparities in the pharmacy: Stigma and stereotype, bias, and general disparities.  
2.9.1 Stigma and Stereotype 
Several studies evaluated pharmacists’ attitudes, knowledge, and perceptions toward certain 
groups such as patients who have a mental illness, use injection street drugs, or patients with 
HIV/AIDS; finding that pharmacists' discomfort or social distance or willingness to 
communicate with these groups can contribute to health care disparities through disdainful 
communication, unwilling engagement, or even refusal to provide service. A qualitative study 
by Mackridge and Scott267 found many pharmacists expressing undesirable behaviors towards 
drug users, and some considered pharmacies as improper places for offering services to this 
group. Another Canadian study showed that people with mental illness experienced stigma 
from pharmacists, and this stigma was similar to experiences with other health care 
providers.268 Similarly, Bell and colleagues269 investigated pharmacy students’ attitudes 
toward patients with mental illnesses such as severe depression and schizophrenia and found 
stigmatized attitudes toward patients with illness, and that many students perceive that such 
patients are “a danger to others,” “unpredictable,” and “difficult to talk to.” Balfour et al.270 
noted that pharmacy students who had not received educational HIV training had high levels 
of HIV stigma.  
Furthermore, some studies found that stigmas about certain marginalized groups can be linked 
with systematic deficits in pharmacists' knowledge about a condition and/or obligation to care 
for a patient. Ahmed and his colleagues271 reported that pharmacy students showed low 
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willingness to help patients and low confidence in their education about people with 
HIV/AIDS as a result of lacking knowledge about HIV/AIDS and its treatment. Bell et al.272 
conducted an international comparison of pharmacy students’ stigma towards people with 
schizophrenia and noted that they held a high level of stigmatizing attitudes against these 
patients; the authors concluded that pharmacy education might need to be better designed to 
address the determinants of stigma.  
2.9.2 Bias  
Research on bias is closely related to and frequently overlaps with that on stigma through 
attention to patterns of prejudice, stereotyping, or discrimination. It has mainly focused on 
pharmacists' negative perceptions and assumptions toward specific groups. Shoveller et al.273 
interviewed 52 women from diverse racial and ethnic groups and found that women received 
indirect and sometimes explicit stigmatizing messages from health providers when they 
needed emergency contraception. Another study conducted by Reich et al.274 discovered that 
many pharmacists opposed having syringe exchange programs in their pharmacies and 
indicated a preference for selling syringes only to people who looked reasonable, such as 
diabetic patients. Pharmacist-patient relationships can be restricted by a pharmacist's lack of 
knowledge, or their misjudged expectations about patient needs and preferences. LaCivita et 
al.275 examined the communication between patients and pharmacists about prescription and 
OTC drugs and found discussing the use of prescription pain/arthritis medications with 
pharmacists differed among patients based on race and gender, with. Black patients having 
the lowest odds of discussing their medications with pharmacists compared to white men. 
White-Means et al.276 measured implicit bias and cultural competency among pharmacy, 
nursing, and medical students in order to determine potential implications for health 
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disparities; they revealed that students’ cultural competency scores were significantly higher 
for Black and Hispanic people in medicine and pharmacy students compared with whites. The 
IAT results indicated that those students hold preferences for white individuals over Black 
individuals and light skin over dark skin. However, Okoro and colleagues277 discovered that 
third-year Doctor of Pharmacy (PharmD) students had low knowledge about health disparities 
and moderate skills in dealing with sociocultural issues and cross-cultural encounters, which 
may impact their attitudes and perceptions of certain social groups. 
Discriminatory behaviors against marginalized populations also have appeared in several 
studies. Owusu-Daaku and Buanya-Mensah278 indicated that pharmacists tended to report a 
more perceived discriminatory attitude toward people with HIV/AIDS, which may negatively 
affect patient health outcomes. Similar findings were demonstrated in Ubaka et al. 279 study, 
in which pharmacy students and pharmacists displayed a high level of discriminatory attitudes 
against people living with HIV/AIDS. Another study reported that although most HCPs, 
including pharmacists demonstrated adequate hepatitis C knowledge, some displayed 
intolerant attitudes toward individuals with hepatitis C.280 Phokeo et al.281 surveyed 
community pharmacists in Toronto to determine their attitudes toward and professional 
interactions with patients who used psychiatric drugs and those who used cardiovascular 
drugs; the sample of pharmacists reported feeling more uncomfortable discussing disease 
symptoms and drugs with patients who have psychiatric illness than with patients who have 
cardiovascular conditions. In addition, patients with mental disorders seemed to obtain fewer 
pharmacy services such as counselling on medications than patients with cardiovascular 
diseases. 
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2.9.3 General Disparities 
Numerous studies have concentrated on deficits in pharmacists' awareness about societal-
level level health disparities and their inexperience with certain social groups at risk for 
disparate health outcomes. In her major study, Crawford and colleagues282 noted that 
pharmacy staff who worked in neighborhoods with a high percentage of minority individuals 
were less likely to express support of in-pharmacy vaccination; therefore, educational 
campaigns about the importance of vaccination access might be required among some 
pharmacy staff and minority community individuals. Additionally, there are gaps in 
pharmacists’ services for rural or low-income populations, racial and/or ethnic individuals. 
Wang et al.283 reported that there were racial disparities between white and Black individuals 
in receiving influenza vaccinations among both community pharmacy individuals and non-
community pharmacy individuals. In the same vein, Warrick et al.284 indicated that Black 
pharmacists were more willing to provide prostate cancer information than non-Black 
pharmacists since Black patients are at a disproportionately higher risk for development of 
prostate cancer; the authors concluded that race may play a significant role in disparities 
related to health promotion  
Other studies examined the relationship between socio-economic status (SES), race, ethnicity, 
and access to pharmacies, medications, or services specifically in rural or poor urban areas. 
Amstislavski and colleagues285 found that pharmacies in high-poverty communities had 
significantly higher odds of drugs being out of stock. As well, communities with higher 
poverty levels were more likely to be serviced by smaller independent pharmacies with less 
stock and short of operation, while middle- and low-poverty communities were more likely 
also to have the presence of larger chain pharmacies. XU and Rojas‐Fernandez286 reported 
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that older Latino patients were less likely to receive medication delivery, medication 
counseling medications, written medication information, or blood pressure monitoring 
services than white patients.  
The literature revealed service gaps related to language or health literacy supports as well. 
Bradshaw et al.287 indicated that half of the pharmacies responded in Milwaukee County 
never or only sometimes can provide non–English-language prescription labels or information 
packets, and the majority of them sometimes can verbally communicate in non-English 
languages. In addition, most pharmacies are dissatisfied with their communication with 
individuals who have limited English proficiency. XU and Rojas‐Fernandez286 reported that 
deficiency in English among elderly patients was significantly related to disparities in 
reported access to pharmacy services in West Texas. Praska et al.288 conducted a survey with 
community pharmacists to identify whether pharmacists provide proper assistance to patients 
with limited literacy skills and found many they were surprised and unsure what to do if a 
patient said they weren’t literate. These findings were supported by Young et al.289, who 
found that Spanish-speaking people may experience inequalities in the level of care received 
from pharmacists.  
Although the existent literature on the relationship between pharmacist practice and 
differences in health care has considered a range of patient groups, there are still 
underrepresented and/or missing voices. Additionally, as pharmacy researchers, practicing 
pharmacists, and health policy experts pursue knowledge significant to allowing and 
supporting fair and impartial practice, there is value in extending the scope of this scholarship 
to include attention to patients’/ clients’ and pharmacists’ diversities, to study how different 
processes function, and discover the influence of implicit as well as explicit bias. Wenger et 
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al.266 stated that implicit or unconscious bias has received limited attention in research 
examining disparity-related dynamics in pharmacist practice. Therefore, the current research 
attempted to examine the racial/ethnic implicit and explicit bias among community 
pharmacists in Ontario. 
2.10 Reducing Racial and Ethnic Bias Among HCPs 
Attention to racial and ethnic disparities in health care has increased among practitioners and 
health policy experts. However, there is little agreement on what can or should be done to 
eliminate or reduce these disparities. It is well known that racial and ethnic health care 
disparities have multiple contributing factors; therefore, effective interventions must address 
numerous approaches, including interventions concentrated on HCPs, patients, and their 
interaction, and structural interventions to address health care system. Programs, policies, and 
procedures that address the multiple sources of bias and discrimination against members of a 
social group such as racial and ethnic minorities can therefore help to eliminate or reduce 
disparities in health care. The following sections review promising interventions showing 
meaningful, credible positive health or behavioral consequences, and policy, environment, or 
economic influences based on evidence from published or unpublished evaluation research or 
experimental evaluations.44,87 
2.10.1 Provider-Focused Approaches.  
To enhance the quality of health care provided to a diverse population, it is crucial to develop 
and implement training that teaches HCPs about the pervasiveness of racial and ethnic 
inequalities in health and assist them to create effective and long-term strategies to deliver 
high-quality care to underserved culturally diverse populations.290,291 The IOM report on 
health care disparities2 had sensitized students and HCPs to past and current inequalities and 
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had a substantial effect on health schools’ (e.g., medical, nursing, and pharmacy) educational 
programs. In a systematic review of health care provider educational intervention, Beach and 
her colleagues292 reported that cultural competence training demonstrates promise as a good 
strategy for enhancing the knowledge, attitudes, and skills of HCPs. One outcome was 
introducing more courses and training on racial and ethnic health inequalities into the 
curriculum of many medical and health schools. One study by Vela et al.293 evaluated an 
elective health disparities course; they found that the minority of first-year medical students’ 
factual knowledge about health disparities and abilities to address disparities issues improved 
after the course. Monteith et al.294 reported that making individuals aware of unfair treatment 
in the health professions can motivate efforts to decrease personal manifestations of bias.  
Nevertheless, offering only coursework and training is not sufficient to reduce racial and 
ethnic disparities. Sequist et al.295 found that cultural competency training for physicians, 
while useful in raising physician awareness, may not be enough to have a measurable effect 
on disparities in Black patient outcomes. There are several reasons have been identified why 
educational programs are not enough to minimize differences in health. First, diversity 
evaluation and training that target managerial bias, such as anti-bias education training 
programs, have only limited effect unless they have strong institutional support. Kalev et 
al.296 reported that affirmative action plans, and committees and taskforces, leaders, and 
departments focused on diversity are the greatest efficient means of combating bias. Second, 
even when HCPs are aware of disparities in health care among racial and ethnic minorities, 
they may not know how their personal views and actions contribute to these inequalities.87 As 
mentioned, HCPs are often unaware of unconscious bias and its impacts. Implicit bias lies 
below the surface, but may still unintentionally affect behavior and attitude, such as 
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perceptions about patients or decisions about patient management.297 These behaviors often 
present as discomfort and hesitancy with Black patients rather than hostility. Third, even 
when HCPs are aware of implicit personal bias, efforts concentrated on eliminating this bias 
may have only limited achievement. Lai et al.298 stated that stereotypes and implicit biases are 
habits of mind learned over time through repeated personal experiences and cultural 
socialization; as such, they are highly resistant to change. Individuals sometimes can apply 
conscious control to evaluate their judgments about others in order to mitigate bias impacts, 
but it needs continuous concentrated effort. 
Furthermore, individuals frequently exhibit a strong reaction against external attempts to 
modify how they think. Plant and Devine299 reported that external pressure to reduce bias 
should have paradoxical effects. Therefore, instruction and information about racial injustices 
in public context would seem insufficient to minimize HCPs’ unconscious bias and its 
influence. Efforts to reduce racial and ethnic bias should develop specific interventions to 
limit the impact of HCPs implicit bias when interacting with minority patients. In addition, 
these interventions should avoid imposing “politically correct” program but instead appeal to 
providers desire to deliver the best possible health services to all patients.87,300 Issues in 
interracial clinical interactions reflect misunderstandings and misjudging that usually happen 
when members of different social groups interact. Therefore, solving this issue can come from 
the relevant literature on how to limit the influence of intergroup bias in social 
relationships.5,301  
One key recommendation to reduce bias in HCPs judgment, behavior, and decision-making is 
to encourage HCPs to promote the cognitive strategy of individuation, that is, to focus on the 
individual’s own attributes rather than mainly as a representative of his or her group (e.g., 
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ethnic).302 However, Penner et al.87 noted that cognitive strategy of individuation is 
complicated in a medical context because health providers learn about the diagnostic value of 
considering differences in base rates of medical disorders and diseases that occur among 
different people. Another recommendation is to encourage HCPs to engage in patient-
centered communication. Saha et al.303 reported that patient-centeredness and cultural 
competence primarily aim to balance quality, and to minimize disparities by particularly 
enhancing care for racial and ethnic minorities and other disadvantaged populations.  
In their conclusion, Burgess and her co-workers302 provided a conceptual framework based on 
evidence for interventions to combat unconscious bias among HCPs, drawing upon theory 
and research in social cognitive psychology. These strategies and skills include 1) improve 
internal motivation to reduce bias by using strategies that lead individuals to recognize their 
implicit bias include exercises where they are assisted to compare what they would do and 
what they should do in a diversity of intergroup conditions, ; 2) enhance the psychological 
basis of preference by helping physicians understand that racial prejudice is a normal aspect 
of human cognition; 3) improve providers’ confidence in their ability to effectively interact 
with socially unlike individuals by direct contact with members of other groups; 4) improve 
emotional regulation skills by reducing  stress and negative emotions which may make health 
providers more vigilant about when their interactions with patients are likely to be biased.; 
and 5) enhance the ability to build partnerships with patients by finding common ground 
aspect of the patient-centered approach to care 
2.10.2 Patient-Focused Approaches.  
In addition to direct attempts to change HCPs’ behavior and attitudes, interventions may also aim 
to make patients less vulnerable to the impacts of bias. Most members of racial and ethnic 
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minority groups have reported experiencing bias and discrimination in health care settings261 
Racial and ethnic minorities react differently in response to bias and discrimination, some of 
which can interfere with their relationship with health providers. Aronson et al.304 reported that 
the past experiences of racial and ethnic patients with bias and discrimination may lead them to, 
experience stereotype threat, which refers to the people are to be risk pf confirming negative 
stereotype about their social group, in clinical interactions. Schmader and colleagues305 found 
that stereotype threat may lead racial and ethnic patients to ineffectively communicate vital 
information to physicians or fail to understand and remember the content of vital conversations. 
Van Ryn et al.190 stated that Black patients might be concerned about approving negative 
unconscious stereotypes and beliefs of Black patients as unintelligent and not self-controlled, 
which may be held by their health providers. Under stereotype threat, racial and ethnic minority 
patients may be unwilling to interact with health providers, leading to missed medical 
appointments and the delaying of needed or preventive medical care.304,306 Such a discomfort can 
also compromise the health provider’s abilities to make an appropriate treatment decision, 
appearing to confirm the patient’s fear of being evaluated according to a negative stereotype and 
beliefs.87,305 
Interventions and strategies to reduce stereotype threat and strengthen a persons’ self-integrity 
include removing cues that trigger worries about stereotypes,307 increasing the visibility and 
representation of members from racial and ethnic minority groups,308 helping patients manage 
feelings of stress and threat,309 and promoting a growth mindset about intelligence.310  
2.10.3 Physician-Patient Relations Interventions.  
Dovidio et al. stated that health providers’ implicit and explicit bias and minority patients’ 
experience with distrust, bias, and discrimination, within the health care system influence quality 
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of health care.261 Addressing the effects of each of these reasons independently has the potential 
to minimize racial and ethnic health care disparities; thus, interventions and specific strategies to 
improve the quality of the social exchange between HCPs and patients may be particularly 
beneficial.87  
Furthermore, effective and efficient communication with a patient requires transmitting technical 
information about diagnosis, prognosis, and details of their illness along with effective relational 
communication. Effective relational communication requires the HCPs to build a positive 
therapeutic alliance with the patient, which should increase patient collaboration and trust. Pinto 
et al.311 investigated the relationship between communication factors such as interaction, styles, 
verbal factors or non-verbal factors and concepts of the therapeutic alliance such as agreement, 
understanding, and effective bond; they found that patient-centered care strategies such as 
listening to what patients have to say and asking them questions with a focus on emotional issues 
might provide one path to strengthen alliance building with the patient.  
2.10.4 Health System-Focused Approaches. 
In addition to interventions targeting individual-level factors, health system interventions 
targeting discrimination, access to care, and quality of care are also important to minimize racial 
and ethnic disparities in health care.312 Mador313 reported that health systems vary in their 
recognition of social and health disparities and the extent to which actions are taken to enhance 
fairer health outcomes and access to services. Globally, several different strategies and 
interventions techniques have been published, emphasizing the importance of addressing health 
disparities through a coordinated health system response. One way to successfully implement 
equity-related initiatives through a health system is by collecting and analyzing data based on 
patient race or ethnicity and other characteristics related to disparities in health care (e.g., low 
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SES, level of education). Analyses would move racial diagnosis and treatment disparities from 
an idea that happens “elsewhere” to an immediate administrative issue within a specific 
organization. Such feedback frequently stimulates modifications within organizations, which 
could ultimately minimize racial health care disparities.87  
In New Zealand, the Ministry of Health developed and implemented a national health strategy to 
minimize disparities among the New Zealander population, with a specific focus on the racial, 
ethnic, and low-income groups in the population. This framework for action recognized the need 
for all levels of government to work cooperatively on the social, economic, and cultural factors 
that affect health, in addition to the provision of more established health and disability 
services.314 Another intervention that represented a coordinated system-focused approach is the 
UK Health Inequalities Intervention Toolkit (UK-HIIT) which provides local-level data to help 
in identifying where targeted health care and services may best address noticeable health 
disparities.315 
2.11 Implicit versus Explicit Racial and Ethnic Bias 
Central to social psychology lies the study of attitudes and stereotypes. Dovidio and 
Gaertner316reported that bias is a similar process in that it includes how one views one’s group 
compared to other groups. Bias is a cognitive experience, although an experience that may be 
influenced by the social environment of people. However, it cannot be studied directly, and most 
investigation on bias concentrates on evaluating certain behaviors (e.g., replies in interviews, 
reaction times, closeness to another individual) that are thought to result from a fundamental 
cognitive bias.  
Devine317 confirmed two types of bias from a race perspective that result from stereotypes, 
including conscious (explicit) and unconscious (implicit) bias. Conscious bias is overt and a bias 
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that we are largely aware of and can control. It requires the individual to be aware of the 
evaluation, believes that evaluation to be correct in some ways, and have the time and motivation 
to act on it in the current condition. The term “control” is used here to show that individuals can 
influence or direct their beliefs or feelings. For example, the words we speak, the food we eat, 
the roads we take home, and the opinions we have are all recognized behaviors because we can 
modify or influence them.318 Explicit bias is more simply altered by forces such as intergroup 
contact,319 education,320 and motivation.321  
Conscious bias has typically been measured using self-report methods such as open and close-
ended questionnaires or Likert-type scales, including the Modern Racism Scale (MRS)322and the 
Symbolic Racism Scale (SRS).323 Banaji and Heiphetz324 noted that self-report measures are 
beneficial in that they can provide the investigator with the individual’s perception of his or her 
friendly attitudes. Self-report measures assess an individual’s perception that the individual is 
both aware of and willing to report. Nevertheless, they reported three issues with self-report 
measures: (1) individuals are not always comfortable expressing opinions that are undesirable 
and unacceptable in general society (such as those that may be seen as racially prejudiced), (2) 
many biases individuals express seem to be ones that individuals are briefly “trying out,” and (3) 
individuals cannot perhaps state opinions and the bias of which they are unaware. Because of 
these problems, investigators have increasingly trusted implicit views.317,325,326 In addition, the 
literature indicates that no or weak relationship exists between implicit bias and self-reported 
egalitarian attitudes.327,328 
Unconscious (implicit) bias indirectly operates in subtler ways. It develops early in life from the 
repeated strengthening of social stereotypes and conducts in an unintentional and even 
unconscious manner. Such bias does not need the perceiver to approve it or dedicate attention to 
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its expression.38,316,317,321,325,327,328 According to Wilson et al.329, implicit bias has three different 
aspects: (1) the person is largely unaware of his or her bias, (2) it is stimulated automatically, and 
(3) it may influence behavior. Therefore, an implicit bias, although it occurs outside of 
awareness, may still influence behaviors. For instance, consistent with the dual-process models 
of beliefs, investigators have found that some individuals who indicate equal opinions may still 
evidence racial bias on measures designed to assess implicit bias37,42 and may still subtly 
discriminate against other racial groups.330 Cunningham et al.331 found that IAT results showed 
high implicit preferences for ingroups (people identify as being a member) over outgroups 
(people do not identify); however, explicit measures showed significantly less preferential 
difference. 
2.12 Measures of Implicit Bias 
Response latency measurements for social and personality psychology are the most widely 
utilized methods of implicit bias.332 Such measures are described as “processes that are 
uncontrolled, unintentional, autonomous, goal independent, purely stimulus-driven, unconscious, 
efficient, or fast.”333 The response latency measures rest on two principles: (1) exposure to one 
stimulus influences the responses to a related stimulus, and (2) the response to a stimulus will be 
slower when it covers conflicting thoughts.333 In particular, the time it takes a respondent to 
connect stimuli and classifications discloses something meaningful about how classifications and 
characteristics are evaluated.334 As discussed next, these principles extend to the most widely 
used implicit bias approach: The Implicit Association Test (IAT).42,335 
2.5.1 Implicit Association Test (IAT) 
The computer based IAT, first introduced in 1998, is now utilized broadly to assess bias that may 
not be consciously documented. More than 300 studies have employed various versions of the 
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IAT, and data from 5 million tests have been collected from 
www.implicit.harvard.edu.37,38,42,162,163 The IAT measures the time it takes respondents to match 
representatives of certain social classes (e.g., age, sex, and ethnic) to specific attributes (e.g., 
good, bad, cooperative, and stubborn). The IAT operationalizes unconscious bias by 
hypothesizing that subjects will match a group representative to an attribute more quickly if they 
connect these factors in their minds, regardless of their awareness of this connection. Subjects 
are normally conscious that they are making these connections but are not able to manage them 
given the fast response times and design of the test.  
The IAT is a seven-task format.42 In the first task, subjects categorize examples of two 
contrasting ideas into the categories using response keys, such as white persons (left key) and 
Black persons (right key). In task two, subjects repeat the format for task one, but here they 
distinguish between good and bad categories. In task three, the previous two tasks are combined, 
and subjects press a designated left computer key when any item in the category of white persons 
or good appears on the screen and a selected right key when any category of Black persons or 
bad appears on the screen (usually abbreviated by white persons + good or Black persons + bad 
pairing). Task four repeats the procedure of task three with more repetitions of the names, words, 
or images. Task five repeats the procedure of task two but reversing the positions of the two 
categories. Task six repeats task three while reversing the pairing of category-attribute 
combinations. Task seven is the same as task four with more repetitions of the names, words, or 
images. These seven tasks are typically balanced to compensate for any order effects. 
The response times between tasks are then averaged to produce an overall degree of implicit 
bias. It is estimated that stronger category-attribute relationships are reflected by faster and more 
accurate performances while weaker relationships by slower and less accurate performances. The 
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implicit association score is the variance, in milliseconds, of the average time it takes to respond 
to the stimuli offered. As mentioned, this is called response latency. Hypothetically, this 
response latency provides a measure of how strongly the subject links the category and attribute. 
If the average pairing of the white people category and the useful attribute creates faster 
responses overall than the pairing of Black people and good, even when response keys are 
reversed, the conclusion is that the relative strength of the association between white people and 
good is greater than Black people and good. Thus, it is determined that there is an implicit 
preference for white people over Black people. 
The IAT is a general method, or format, for measuring implicit bias. As such, investigators have 
developed several variations based on their research objectives. For instance, the IAT has 
measured and compared an implicit preference for male and female, young and old, and thin 
people and fat people, among others.334 In the current research, two IATs were used to measure 
implicit preferences for Black vs white people (known as Race IAT) and Arabs vs. whites people 
(known as Arab IAT). 
Other different experimental tests assess the presence of implicit attitudes, including evaluating 
the priming task frequently used in studies on eating and attitude toward food,336 a semantic 
priming task used to indicate favorable toward groups,337 the Extrinsic Affective Simon Task 
(EAST) which has been used in the study of attitudes of individuals who have specific phobias 
and/or anxiety,338 the Go/No go Association Task (GNAT) which has been used with people who 
have been diagnosed with acute phobias to measure fear relations in addition to studies on 
stereotypes and prejudice,339 and the Affect Misattribution Procedure (AMP) which has been 
used to understand attitude toward political candidates and has proven beneficial in guessing 
voting behavior.340,341 
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2.13 Immigration and Visible Minority Population in Canada 
2.13.1 Immigration to Canada 
Canada has a long history of immigration, and it is one of the most ethnically diverse countries in 
the world, with a global reputation for supporting ethnocultural diversity in its population 
through notable federal policies and programs like the 1971 Multiculturalism Policy of Canada. 
The preamble of the Act declares that,  
“Whereas the Constitution of Canada provides that every individual is equal before and 
under the law and has the right to the equal protection and benefit of the law without 
discrimination and that everyone has the freedom of conscience, religion, thought, belief, 
opinion, expression, peaceful assembly and association and guarantees those rights and 
freedoms equally…...”342 
Waves of immigrants from different nationalities and their children have contributed their talents 
and hard work to Canada’s success. In 2016, nearly 7.5 million Canadians reported being 
foreign-born individuals who came to Canada through the immigration process, representing 
more than one in 5 individuals in Canada, the highest proportion among the G8 countries.343 
Between 2011 and 2016, around 1,212,075 foreign-born people immigrated and permanently 
settled in Canada. These recent immigrants made up 21.9% of the total population in Canada. 
Statistics Canada projects that proportion could reach between 25% and 30% by 2036. Asia, 
including the Middle East, remains Canada's largest source of foreign-born persons at 61.8%, 
though the share of immigration from Africa (13.4%), Caribbean, Central, and South America 
increased slightly. Europe, which once dominant in this category at 61.6% in 1971, ranked third 
at 11.6 %.  
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2.13.2 Canadian Visible Minority 
A visible minority is defined by the Employment Equity Act as "persons, other than aboriginal 
peoples, who are non-Caucasian in race or non-white in colour." The visible minority population 
consists primarily of the following groups: South Asian, Chinese, Black, Filipino, Latin 
American, Arab, Southeast Asian, West Asian, Korean, and Japanese.344 Over the last several 
decades, Canada has experienced a remarkable increase in its visible minority population. In fact, 
the most recent demographic estimates by the 2016 Canada statistics report that approximately 
7.7 million (22.3%) of the Canadian population identified themselves as a member of a visible 
minority group. If current trends continue, the visible minority population would continue 
growing and could represent between 31.2% and 35.9% of the entire Canadian population by 
2036.73 Furthermore, metropolitan areas like Vancouver and Toronto are estimated to become 
“majority-minority,” cities with three out of five individuals being visible minorities.79,345  
2.13.2.1 Black Canadians 
According to the 2016 census, 1,198,540 persons identified themselves as Black, representing 
15.6% of the visible minority population and 3.5% of the entire Canadian population. The top 
ancestral roots among Black individuals were Africa (45.8%), Caribbean and Bermuda (45%), 
elsewhere in the Americas (4.7%), Europe (3.1%), and Asia and Oceania (0.6%)These ancestries 
were reported by Black individuals either alone or with other ancestries.73,346,347 In Ontario, 
Black people were the third-largest minority group, accounting for 16.2% of its visible 
minorities.348 
Unlike the case in the United States, where the term “African American” is common, the 
majority of Black Canadians are of the Caribbean and elsewhere in America origin.349 Fabb67 
identified that the majority of Black people in the United States were brought directly as slaves 
57 
 
from Africa and so preferred to be called African Americans to keep their connection to their 
home country and heritage alive. In contrast, Black people in Canada have a much more varied 
history, and very few Black Canadians were brought directly from Africa. Consequently, some 
prefer to utilize the term “Afro-Caribbean Canadians.” Bias and racism toward Black people 
traditionally comprise beliefs about Black people’s intelligence, ambition, morality, and other 
stereotyped characteristics, besides support for isolation and acts of open discrimination. A study 
by Mastro et al.350 on racial bias in the United States showed that whites hold persistent racial 
prejudice about Black Americans, describing them as violent and aggressive. Although studies 
have documented bias against Black persons living in the United States, bias toward Black 
person living in Canada has not been extensively studied. While Canada has similarities to the 
United States, differences in the ethnicities and history of Black groups in each country may 
impact the generalizability of US data to the Canadian setting.67,351  
2.13.2.2 Arab Canadians 
In 2016, 523,235 persons in Canada identified themselves as being of Arab origin or having 
emigrated from one of the Arabic-speaking countries, 470,965 Canadians reported Arabic as 
their native language, and 661,750 Canadians reported full or partial origin from an Arabic-
speaking country. These people represented 5.4% of the visible minority population and 1.5% of 
the entire Canadian population.73,347,348 The information collected indicated that the Arab 
population in Canada constitutes one of the fastest-growing visible minority groups. Indeed, 
between 2011 and 2016, the number of Canadians identifying themselves as Arab rose by 
29.9%.352 Ontario was home to 210,435 Arabs, which represented 40.2% of Canada’s Arab 
population.68 
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Arab Canadians are Canadians of Arab ethnic, cultural, and language origin who recognize 
themselves as Arab and trace their ancestral roots to any Arabic-speaking country. Lebanon is 
the homeland of a majority of Arab Canadians, followed by Morocco, Egypt, Syria, Iraq, 
Algeria, and Somalia.68 The Arab world consists of 22 countries spanning from North Africa to 
the Arabian Gulf. The majority of Arab populations practice Islam; however, there are noticeable 
non-Muslim Arab minorities, including Christians, Jews, Druze, and non-religious 
individuals.353,354 Based on the 2011 Canadian census, 55% of the Canadian Arabs stated 
belonging to the Muslim faith, and 34% stated belonging to the Christian faith.348,355  
Arabs have been the target of unfavorable stereotypes in North America, particularly since the 
terrorist attacks on September 11, 2001.356 Several studies have reported that American 
individuals generally hold more negative attitudes toward Arab-Muslims relative to other ethnic 
groups.357-361 According to Loberg 362, about 43% of Americans admit to holding negative views 
against Muslims and about 39% holding prejudice against Arabs. However, in Canada, as in 
several Western countries, anti-Arab/Muslim feelings are not new. Helly363 reported that 
Arab/Muslim communities in Canada were seen in a negative light and were presented as a 
danger to the nation and male and female equality even before the 9/11 attacks. The popular 
media who produced significant coverage of 9/11, Arabs, and terrorism have played a critical 
role in damaging the image individuals see on a regular basis.364 A study was evaluating more 
than one hundred TV shows between 1975–1976 and 1983–1984 that featured Arab/Muslim 
characters found that the image of Muslims as violent was persistent in both Canada and the 
United States.365 Therefore, it would be of value to explore whether attitudes of Canadian 
pharmacists toward Black and Arab patients resemble attitudes expressed by the general 
population toward members of these minorities.  
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CHAPTER THREE: RESEARCH DESIGN AND METHODOLOGY 
3.1 Introduction 
For the purpose of this research, two central studies were conducted, and the methodology used 
in each study is discussed separately. In study one, evaluating implicit and explicit bias among 
community pharmacists toward Black and Arab individuals, a quantitative approach was used. 
Ontario pharmacists were invited by email to participate in the Implicit Association Test (IAT) 
via a secure website to assess their biases toward Black and Arab individuals. In study two, 
evaluating Black and Arab individuals’ perceptions of pharmacist services and of their 
interaction with pharmacists, data were collected using a qualitative approach.  
3.2 Research Design 
Brewer and Hunter366 defined multi-method research as the practice of employing two or more 
different methods or approaches of research within the same study or research program rather 
than limiting the research to the use of a single method. Morse added that the multi-method 
approach is used in a research program when a series of designs are interconnected within a 
broad topic.  In multiple method design, supplemental (second) project(s) may be created to 
evoke information that the first research cannot accomplish.367The main purpose of this research 
is to understand the relationship between community pharmacists’ implicit and explicit bias and 
Black and Arab individuals’ perceptions of pharmacist services and of their interactions with 
pharmacists. To this end, this work consists of a range of areas for investigation. This includes 
not only the pharmacists’ biases, if they exist, about Black and Arab individuals, but also the 
relationship between this bias and individuals’ perceptions of pharmacist services. Therefore, 
this study used a multi-method research approach combining both quantitative and qualitative 
methods.  
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The use of multiple methods, or multi-method design, represents research that involves two or 
more research projects that are relatively complete on their own but are used together to form 
vital components of one research program. The main feature of the multiple method approach is 
validating data and findings by combining a range of data sources, approaches, or methods. 
Therefore, each study is wholly designed and conducted to answer particular sub-questions or 
objectives, and the results integrated together in the final reports. These studies can be performed 
concurrently, to complement each other, or sequentially, to find a solution to problems 
uncovered by the first study or to deliver a logical extension of the results of the first study. The 
findings of each study are not usually dependent upon each other and, unlike mixed-method 
study designs, qualitative and quantitative data are not combined with each other but rather are 
utilized to inform a better theoretical understanding of the reality under study.367 Collecting and 
analyzing multi-research data can lead to conclusions that confirm or complement rather than 
compete with each other, to provide a more comprehensive and valuable understanding of a 
social phenomenon.368 
3.3 Organization of the Study 
This research has five key objectives. As shown in Table 1, two main studies were conducted to 
address these objectives, and each study is based on a different research method and with 
different individual steps and techniques.  
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Table 1: Research Aims, Hypotheses, Studies, and Methods 
Aims Hypotheses Studies Methods 
To measure 
pharmacists’ implicit 
and explicit biases 
toward Black and Arab 
individuals. 
Ontario community 
pharmacists would 
implicitly prefer 
white individuals 
relative to Black and 
Arab individuals.  
Evaluating community 
pharmacists’ implicit 
and explicit biases 
toward Black and Arab 
individuals. 
Cross-sectional 
descriptive survey 
approach 
(Quantitative 
study). 
To explore whether 
IAT scores can be 
predicted by 
respondents’ 
demographic variables. 
Implicit bias IAT 
scores can be 
predicted based on 
certain pharmacists’ 
characteristics.  
To examine the 
correlation between 
implicit and explicit 
bias. 
Implicit bias would 
be correlated with 
explicit bias. 
To describe Black and 
Arab individuals’ 
opinions, attitudes, and 
perceptions of 
pharmacists’ roles and 
pharmacy services.  
 Black and Arab 
individuals’ perceptions 
of pharmacist services. 
Semi-structured 
interview 
approach 
(Qualitative 
study). 
To understand the 
relationship between 
pharmacists’ biases and 
Black and Arab 
individuals’ perception 
of pharmacist services. 
  Combination of 
the findings of 
quantitative study 
and qualitative 
study.  
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3.4 Quantitative Study: Evaluating Community Pharmacists’ Implicit and Explicit Bias 
Toward Black and Arab Individuals 
3.4.1 Conceptual Overview 
Human behavior is affected by both conscious and unconscious opinions and beliefs.369 Implicit 
perspectives and actions are automatically stimulated without a person being conscious of 
underlying motivation. The Implicit Association Test (IAT) measures people’s automatic 
evaluations by avoiding the conscious thought process. In contrast, measuring explicit 
perspectives depends on the individual’s ability to self-report, usually in the form of an interview 
or questionnaire.370 These concepts hold particular significance when the attitude being measured 
is bias. Bias is a socially constructed process that generates and sustains differential chances for 
racialized groups. Of particular concern in this study is how this bias affects the interaction 
between community pharmacists and their Black and Arab patients/clients.  
3.4.2 Research Design 
This study employed a quantitative, cross-sectional survey design. Quantitative research is “a 
formal, objective, systematic process for obtaining quantifiable information about the world; 
presented in numerical form and analysed through the use of statistics.”371. Knapp372 stated that 
quantitative research offers a much sounder and more reliable database, as it produces hard 
science comprising rigor, objectivity, and control. Polit and Hungle373 reported that survey 
research is used to obtain data from populations as well as produce numerical data about the 
social world and describe aspects of people or social phenomena. Cross-sectional studies are 
usually used to look at the prevalence of something in a given population and emphasize one 
group at one point in time.374 Surveying a study population using an online survey, has a number 
of advantages. Some of these potential advantages over paper-based surveys include lower costs, 
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shorter period of data collection, more adaptability in the design, a greater ability to administer 
complex instruments, a shorter data-processing time, lower error compared to manual data entry, 
survey development, and a high percentage of questions answered completely and accurately.375 
The quantitative data collected include the two bias Implicit Association Tests (Bias-IAT), a 
demographic questionnaire, and explicit measures. The first specific aim, to measure the implicit 
biases of community pharmacists about Black and Arab individuals, was accomplished through 
the use of the Race (Black vs. white) and Arab (Arab vs. white) IATs. The IAT scores, which are 
how the Race and Arab IAT results are calculated and interpreted by the Project Implicit website, 
are the variables associated with this aim. The second aim, to explore whether Race and Arab 
IAT scores can be predicted by respondents’ demographic variables such as age, gender, and 
practice location, was examined through the demographic survey. The third aim, to explore the 
association between Race and Arab IAT scores and consciously reported bias was as assessed by 
explicit measures. 
3.4.3 Research Sample and Recruitment 
The selection criteria for this study were that the participant must be a licensed community 
pharmacist in Ontario, read and write in English, provide implied consent, and complete all three 
study instruments. Due to limited time, costs, and resources, a non-probability convenience 
sampling technique was used to obtain the desired sample size of study participants. 
Convenience sampling is a type of non-probability sampling in which individuals are included in 
the research study because they occur in the right location at the right time. In other words, it is a 
group of people to whom the researcher has access.376 
In 2017, approximately 11,000 community pharmacists were practicing in Ontario, Canada.377 
The power size revealed a sample size (n) of 372. Using a 95% confidence interval and a 5% 
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margin of error (typically, between 4% and 8% is acceptable),378 a sample size (n) of at least 372 
participants would be required. The IAT scores were the variable of interest.  
All community pharmacists who agreed to share their contact information for research purposes 
with the Ontario College of Pharmacists (OCP) through the Ontario Pharmacy Evidence 
Network (OPEN) at the School of Pharmacy at the University of Waterloo received the same 
email invitation to participate in this study (see Appendix A).  
3.4.4 Data Collection  
The main web-based study was developed via QualtricsTM. The IATs were developed in 
collaboration with Project Implicit and hosted on the Project Implicit website. Potential 
participants were contacted by email and invited to participate. When they chose to participate, 
they only needed to click on the link within the email or announcement to access the study tools. 
They received information from Project Implicit about the computer specifications necessary to 
complete the two IATs, and then saw a statement of informed consent, followed by a statement 
indicating that by proceeding further, they were considered as having provided implied consent 
for the study (see Appendix B). Next, they received the demographic questionnaire and the two 
IATs, followed by the explicit measures (Figure 2). The explicit measures were introduced after 
the IATs. 
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Figure 2. Flowchart Overview of Secure Online Survey Administrated to Study Pharmacists 
 
The researcher did not enroll the study participants. Rather, participants selected whether or not 
they wished to continue. All study information and instruments were available at one link. In 
addition to study information, the study participants were notified that at any time they could 
choose to discontinue the two implicit tests, demographic questionnaire, and explicit questions.  
All the tests were completed online through the web link provided by Project Implicit to the 
principal researcher (Mr. Fahad Alzahrani). The estimated time for completion of the two IATs 
and survey tools was 10–15 minutes. The email also contained contact information for the main 
researcher and his supervisor, for study participants with questions or concerns. A few 
participants had questions about the study and did email the principal researcher to have those 
questions answered. Other participants emailed the principal researcher and/or his supervisor to 
express that they were uncomfortable discussing this sensitive topic with others and would not 
like to participate. The study participants in advance were not informed of the study’s purpose. It 
was introduced as “An exploration of Ontario Pharmacists’ Attitudes toward Certain Social 
Groups,” in order to minimize social desirability bias based on pre-knowledge that the study was 
about issues of race and ethnicity. The decision to use deception was deemed appropriate in 
consultation with the University of Waterloo Research Ethics Committee. 
Pharmacists 
access website to 
being the study
Consent page
Demographic 
information
Computerized 
Race IAT and 
Arab IAT (In 
random order)
Explicit bias 
measures
Delinked from study site and 
connected to webpage to get more 
information
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The study link remained active and available for four months in order to provide ample time for 
participants to complete the test, or until a minimum of 372 participants had completed all 3 
study tools. Three reminder emails were sent to all selected community pharmacists every three 
weeks after the initial email, to promote the maximum response rate. After a minimum of 372 
community pharmacists had participated and completed the entire IAT survey link, the link to 
the test became inactive and was closed by Project Implicit, and the data were analyzed. Upon 
scoring the two IATs, Project Implicit forwarded a raw SPSS data file to the principal researcher, 
with a computed IAT score for every participant, as well as data from the demographic 
questionnaire and explicit direct questions. Statistical analyses other than the IAT score were 
completed by this researcher, with the use of IBM® SPSS 24.0.  
3.4.5 Research Instruments 
This study used the following three tools to measure and assess implicit and explicit bias among 
Ontario community pharmacists about Black and Arab individuals: 
A. Demographic Tool. The demographic tool (see Appendix C) was created by the principal 
researcher and consists of 10 questions with either yes/no or multiple-choice options. The 10 
demographic variables surveyed were a) age, b) gender, c) racial/ethnic background, d) place of 
birth, e) years as a pharmacist, f) years as a licensed pharmacist in Canada, g) highest level of 
education, h) practice location, i) first 3 digits of postal code, and j) Proportion of Patients per 
Day (out of 10) were Blacks or Arabs. These are treated as discrete items for descriptive aims. 
Content validity was established through a review of the survey by the academic supervisor and 
the members of the study advisory committee.  
When creating the demographic tool, the questionnaire was modified or had questions deleted 
based on the literature on the health care process and social psychology and the background 
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knowledge of the academic supervisor and the advisory committee. Modifications included 
adding the categories of gender, racial/ethnic background, and frequency of contact with Black 
and Arab individuals. The content experts have published literature in the areas of pharmacy 
practice, health care disparities, and social justice issues.  
B. The Implicit Association Test (IAT). Two Implicit Association Tests (IATs) were 
administered in this study: One to measure implicit bias toward Black individuals compared with 
white individuals and another to measure implicit bias against Arab individuals compared with 
white individuals. Participants were provided with the two IATs immediately after the 
completion of the demographic questions through the same web link.  
As described previously, the unconscious tendency for one group over another is derived from 
reaction times across different blocks of trials. The first IAT, called Race IAT (Black vs. White 
individuals), presents 10 images of Black or white individuals along with pleasant (e.g., joy, 
love) and unpleasant (e.g., evil, destruction) words; the order of the pairings between the race 
categories and the good or bad categories is randomized (see appendix D). The speed with which 
a person pairs positive and negative words with either race/ethnicity shows his or her implicit 
preferences. The second IAT is called Arab IAT (Arabs vs. whites) and presents names of Arab 
or white individuals (e.g., Mohammed, Richard) along with pleasant and unpleasant words (e.g., 
happy, hated) (see Appendix D). All subjects completed the IATs in English. Possible scores 
ranged from −2 to +2, with positive scores showing a slight, moderate, or strong bias toward 
white individuals; negative scores showing a slight, moderate, or strong bias toward Black or 
Arab individuals; and zero indicating no bias or preference. 
C. Explicit bias measure. Explicit scores were obtained through five measures asking about 
feelings toward Black, Arab, and white individuals (see Appendix E). Answers to Question 1, 
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“Which statement best describes you?” were scaled from 1 to 7, with “1” being I strongly prefer 
white individuals to Black individuals, “4” being neutral, and “7” being I strongly prefer Black 
individuals to white individuals. Question 2 was “Which statement best describes you?” and 
answers were scaled from 1 to 7, with “1” being I strongly prefer white individuals to Arab 
individuals, “4” being neutral, and “7” being I strongly prefer Arab individuals to white 
individuals.  
Questions 3, 4, and 5 were thermometer scales asking, “Please rate how warm or cold you feel 
toward white individuals,” “Please rate how warm or cold you feel toward Black individuals,” 
and “Please rate how warm or cold you feel toward Arab individuals.” On this scale, 10 was very 
warm, 0 was very cold, and 5 was neutral.  
All explicit measures employed are widely used and have been established as reliable and precise 
ways to assess feelings and attitudes toward members of different social 
groups.11,17,38,46,172,173,379,380 
3.4.6 IAT Validity and Reliability 
The IAT has been validated and used in hundreds of studies with diverse populations across a 
wide array of disciplines, including psychology, sociology, health, education, political science, 
and market research, and has demonstrated good psychometric properties. The IAT also has 
greater documented reliability and validity than other implicit measures.38,381 Banaji369 noted that 
the IAT has shown acceptable internal consistency, which is relatively rare for latency-based 
measures; they added that the self-esteem IAT had a split-half internal consistency of r=0.69, in 
comparison to r values of 0.05 to 0.28 for other latency-based measures. The reliability of IAT 
was also documented through a test-retest correlation of r = 0.78 over a two-week period.382  
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In addition to its reliability, the validity of the IAT has been documented by several studies. 
Nosek and his colleagues163 noted accumulated evidence about IAT constructs and about its 
predictive validity in measuring individual variances and suggested that it thrives as a research 
tool and will continue to do so. Another study used the IAT on 158 samples and concluded that it 
was reliably and variably related to explicit behavior, and that explicit behavior explained the 
reason for the relationship between the IAT and social knowledge.383 
3.4.7 Ethics and Human Relations 
As the surveys assess pharmacists’ views toward members of social groups, the statements may 
be sensitive for some participants, who may experience discomfort in responding to questions 
about social justice issues. However, the study participants were told that if they experienced any 
distress while completing the questionnaire, they were free to skip any question that they did not 
wish to answer or that made them feel uncomfortable.  
Furthermore, if study participants wished to discuss their reactions or concerns further, they were 
encouraged to contact the main researcher or his academic supervisor. The study participants 
also were aware that their participation in this study involved minimal risk (no more than one 
might experience in daily life) and that the cost of this study was limited to the time involved in 
completing it. While it was likely that the study participants would not necessarily receive any 
direct benefits from participating in this study, they might find it personally rewarding to be 
contributing information that would benefit the scientific research community by helping 
researchers increase their understanding of pharmacists’ views of certain social groups.  
The study participants realized that their participation was voluntary, and they could answer only 
those questions to which they were comfortable responding. The study participants might 
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withdraw from the study for any reason, at any time, without explanation, and without any sort 
of penalty. 
Additionally, the study pharmacists were aware that they had the right to withdraw data from the 
study until the data from all participants had been entered into a database, analyzed, and included 
in the final report.  
As they were contacted via email, participants had ultimate control over their participation. The 
informed consent was the first page of the survey email. Participants implied consent by clicking 
“next” and beginning the survey. All the study participants had an electronic copy of the consent 
document.  
Confidentiality and anonymity were guaranteed. All the data would be summarized, and no 
individual could be identified from these summarized results. Furthermore, as an anonymous 
survey, the researchers had no way of identifying or contacting the study participants, and the 
website was programmed to collect only responses and not information that could potentially 
identify participants (such as machine identifiers). The study data would be managed and 
protected by Project Implicit, which uses the same secure hypertext transfer protocol (HTTPS) as 
banks and other commercial websites use to transfer credit card information in an encrypted 
format. This provides strong security for data transfers to and from the website.  
Research data were associated with an anonymous user number and stored separately from email 
addresses. 
Email addresses were never connected directly to any of the research data, ensuring the privacy 
of individual data. The data, with no personal identifiers, collected from this study would be kept 
on a password-protected computer database in a controlled-access area of The University of 
Waterloo As well, the data would be electronically archived after completion of the study and 
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maintained for five years; after this period, when all data and materials are no longer required, 
they would be destroyed beyond recovery. This study has been reviewed by and received ethics 
clearance through the University of Waterloo Research Ethics Committee (ORE # 22430). 
3.4.8 Statistical Analysis 
Following data collection, Project Implicit forwarded the IAT scores and other data for all 
respondents to the research investigator. Data were analyzed using the Statistical Package of 
Social Sciences (SPSS), version 24.0. Descriptive statistics using mean and standard deviation 
for continuous variables (e.g., age) and percentage for categorical variables (e.g., racial/ethnic 
background) were reported to summarize the demographic data.  
Inferential statistics were mainly calculated to generalize the study results from a sample to the 
whole population of interest.384 They were performed to determine the existence of bias among 
community pharmacists, the relationship between the two IAT scores and demographic 
variables, and correlations between IAT scores and explicit measures.  
A 2-sided p < 0.05 was considered statistically significant. 
3.4.8.1 Checking for Normality and Outliers 
In statistical analysis, all parametric (e.g., T-test, ANOVA, regression) tests assume a particular 
set of characteristics apply to the data, also known as assumptions. Violation of these 
assumptions modifies the conclusions of the research and the clarity of the study findings. Thus, 
all research, whether for a journal article, thesis, or dissertation, must follow these assumptions 
for accurate interpretation.385 Therefore, all statistical tests were examined for normality and 
significant outliers. Outliers were detected that were more than 1.5 box-lengths from the edge of 
the box in a boxplot. However, an inspection of their values did not reveal them to be extreme 
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and they were kept in the analysis. In addition, all statistical tests were conducted with and 
without outliers. Then, the results were compared and decided whether the two results differ 
sufficiently for dissimilar conclusions to be drawn from the data. If the conclusions are 
essentially the same (e.g., both outcome in a statistically significant result, confidence intervals 
are not noticeably different), the outliers were kept in the data. Furthermore, all parametric tests 
were normally distributed, as assessed by visual inspection of a normal Q-Q plot and histogram. 
3.4.8.2 IAT (or D) Scores Analysis 
It was theorized based on findings from prior studies that respondents would have an easier time 
associating white faces with good.11,386,387 The time it took to respond to the face/name was the 
measurement of interest by pressing the associated key (response-latency).370,388 Inquisit (2005, 
millisecond.com) software is used by Project Implicit to run the test, measure response time, and 
calculate IAT scores. These scores were continuous variables and stated as D scores, described 
below.  
The IAT effect is calculated from response-latency (measured in milliseconds) in steps 3, 4, 6, 
and 7162 of the IATs. Steps 1, 2, and 5 are training steps and are not counted in data analysis. The 
IAT score consists of calculating the difference in means in response latency between the two 
categorizing conditions, divided by the standard deviation (SD) of all latencies for both 
classifying tasks. Any IAT scores over 0 show the existence of implicit bias against Black and 
Arab individuals. Tables 2 shows the guidelines utilized to interpret IAT scores for this research 
study: The D score is related to Cohen’s d variant, in which 0.2 indicates a small effect, 0.5 
indicates a medium effect, and 0.8 indicates a large size. The Project Implicit modified the terms 
to reflect small, moderate, or strong bias. The Project Implicit then calculated a mean IAT score 
for all study participants and a D score for each person.162 
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Table 2. IAT Scores According to the Project Implicit Ratings Guide 
IAT Scores 
Black/Arab vs people. 
white people 
Interpretation 
≤ −0.65 Strong preference for faces/names of Black/Arab persons over 
faces/names of white persons. 
> −0.65 and ≤ −0.35 Moderate preference for faces/names of Black/Arab persons over 
faces/names of white persons. 
> −0.35 and ≤ −0.15 Slight preference for faces/names of Black/Arab persons over 
faces/names of white persons. 
> −0.15 and < 0.15 Little to no preference between faces/names of Black/Arab 
persons and faces/names of white persons 
≥0.15 and < 0.35 Slight preference for faces/names of white persons over 
faces/names of Black/Arab persons. 
≥0.35 and <0.65 Moderate preference for faces/names of white persons over 
faces/names of Black/Arab persons. 
≥ 0.65 Strong preference for faces/names of white persons over 
faces/names of Black/Arab persons. 
3.4.8.3 Explicit Bias 
Explicit bias was calculated by the frequencies of responses on the Black and Arab preference 
scales. These scales were measured on a scale of 1 to 7, with a median response of 4. Responses 
from 5 to 7 were considered biased. The feeling thermometer scale used an 11-point 
measurement and a median of 5 represented neutrality. Explicit bias on a feeling thermometer 
was calculated as the amount of warmth felt toward Black/Arab individuals subtracted from the 
amount of warmth felt toward whites. The difference between feeling thermometer scores for 
whites and Black/Arab individuals > 0 was considered pro-white bias. A difference of 0 was no 
bias, and a difference of < 0 was pro-Black/Arab bias. 
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3.4.8.4 Aims of Quantitative Study 
Aim 1. To Measure the implicit bias of Ontario community pharmacists toward Black and 
Arab individuals, as assessed by Race and Arab IATs. One-sample t-tests were performed to 
determine whether the Race and Arab IAT scores were significantly different from zero, 
confidence intervals were used to gain insight into the interpretation of significance values, and 
Cohen’s d was calculated to obtain the standardized effect size for the interpreted magnitude of 
implicit bias. The Cohen’s d, the effect size, was calculated using the online calculator available 
on the Social Science Statistics website (https://www.socscistatistics.com/effectsize). It can be 
interpreted as follows: d of 0.2 = small effect; d of 0.5 = medium effect; and d of 0.8 = large 
effect.389  
Aim 2. To assess the relationship between community pharmacists’ characteristics and 
implicit bias, as assessed by Race and Arab IATs. First, Pearson correlations for continuous 
variables, an analysis of variance (ANOVA) for categorical variables, and a two-sample t-test for 
binary variables were performed separately to determine whether there were significant 
differences between community pharmacists’ demographic backgrounds and their implicit bias 
scores, as assessed by both Race and Arab IATs. Second, multiple linear regression was used to 
explore whether any demographic variables can predict Race and Arab IATs scores. 
Aim 3. To calculate the correlation between explicit and implicit biases. In order to correlate 
Race and Arab IATs with explicit measures (Race and Arab preference scales and feeling 
temperature scales), both implicit scores and explicit scores needed to be standardized by range, 
so that both measures (IATs and explicit) had the same −1 to +1 range, with 0 in the middle.162 
Correlation coefficients (r) between IAT scores and explicit measures was performed in two 
ways. First, the correlation between the seven preference groups in the IATs with the same 
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preference groups in explicit measures was calculated, and a Spearman rank correlation 
coefficient was calculated for both Race and Arab IAT scores. Second, a composite measure of 
explicit bias was formed by merging results from the thermometer scales for Black and White 
individuals (or Arab and White individuals) and the seven-point explicit preference scale. By 
subtraction, the two thermometer items were combined into a thermometer difference score. The 
Likert measure and the thermometer difference measures were then combined into an overall 
explicit measure by standardizing each and averaging the two resulting scores.162 
  
76 
 
3.5 Qualitative Study: Black and Arab Individuals’ Perceptions of Pharmacist Services 
3.5.1 Research Design 
In order to understand Black and Arab individual’s perceptions of pharmacist services, a 
qualitative study was performed. Qualitative research is used to better understand people’s 
experiences through the discovery of attitudes, views, principles, and experiences.390 Polit and 
Beck391 stated that qualitative research is more in-depth and holistic than quantitative, generating 
rich material on which to base a piece of research. Hancock392 mentioned that qualitative study is 
exploratory research that can assist in answering the questions “what,” “why,” and “how.”  
Within the qualitative design, four different methods exist, all of which share the common 
objective of understanding a specific incident from the viewpoints of participants’ experiences. 
These methods include ethnography, case studies, phenomenology, and grounded theory; each 
carries its own separate methodological framework.376 Qualitative descriptive analysis is 
believed to be the most appropriate method for learning about the experiences and perceptions of 
the target population from their own opinions and accurate accounting of the 
phenomena and events surrounding the existence of the phenomena.  
It is indicated that the qualitative descriptive approach presents a complete summary of an event 
in everyday terms.393,394 Burns et al.395 reported that the qualitative descriptive approach seeks to 
describe the critical findings in a rigorous way that is free from alteration and bias, and the facts 
of the incident are presented utilizing everyday language. Therefore, the qualitative descriptive 
approach has been chosen for this study for several reasons. First, it offers a rich description of 
the experiences and perceptions of Black and Arab individuals with pharmacist services and their 
interaction with pharmacists; second, it grounds participant’s experiences and opinions within 
the context of a specified event—using pharmacists services in a pharmacy setting, and; third, it 
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determines the elements of a Black and Arab participant’s intra- and inter-personal experience 
which cannot be quantified by a questionnaire.396-398 According to Johnson and Christensen,399 
there are nine steps to help researchers structure their qualitative research (Figure 3). 
Figure 3. A qualitative Research Process 
 
3.5.2 Research Sample and Recruitment 
3.5.2.1 Sampling Technique  
For the purpose of this study, a purposive (also known as selective) sampling technique was 
used. This technique is a type of non-probability sample that happens when “elements selected 
for the sample are chosen by the judgment of the researchers who believe that they can obtain a 
representative sample by using a sound judgment, which will result in saving time and money”393 
In addition to the purposive sampling technique, the snowball sampling technique was performed 
where a person was interviewed, then asked whether to identify other subjects who might be 
interested in the study. The saturation point of the data determined the sample size for this study. 
Recruitment would stop when the information collected from a suitable variable sample became 
repetitive across respondents, and the investigator found no new information during 
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interviews.376,400 Eligibility requirements for participation were as follows: all participants must 
be 18 years of age or older; self-identify as Black or Arab; be comfortable speaking and reading 
English; and have used pharmacist services within the past three years (this period of time was 
deemed reasonable as people are able to recall negative or positive experiences from recent and 
distant memory and is a common time period for recall from other similar studies). In addition, 
the qualitative interview questions were developed to understand the overall Black and Arab 
individual experiences with pharmacist services and did not focus on a recall and analysis of a 
specific incident or event. All the inclusion criteria were derived from the previously reported 
research.172, 402 
3.5.2.2 Target Population 
The qualitative study is broadly set within the Region of Waterloo (Waterloo, Kitchener, 
Cambridge, and Stratford). The population of interest in this study was Black and Arab 
individuals. According to the most recent Canadian census, there were 627,715 Black individuals 
(who comprised 57% of the entire Black Canadian population) and 210,435 Arab individuals 
(who comprised 39.9% of the total Arab Canadian population) living in Ontario.73,346,348 
However, there is no registry to tell us how many of these Black and Arab individuals live in the 
region of Waterloo.  
3.5.2.3 Recruitment Methods 
Study participants were recruited via three different processes: posters (see Appendix F) 
distributed to various service agencies with their permission (e.g., churches, mosques, 
community centres). Furthermore, the researchers’ personal contacts were used to forward the 
recruitment material to relevant parties on the researcher’s behalf. Study participants had initial 
contact with the principal investigator, who provided interested participants with study 
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information before conducting the interview. Finally, for those identified through snowball 
sampling, the researcher contacted them directly. All study participants were recruited through 
researchers’ personal contacts, except for two who responded to the study recruitment flyer. 
3.5.3 Data Collection  
One-on-one, face-to-face, semi-structured interviews were selected to obtain information from 
Black and Arab individuals. This type of interview is a meeting in which the researcher does not 
strictly follow a formalized list of questions. He/she will ask more open-ended queries, allowing 
for a discussion with the study participant rather than a straightforward question and answer 
format.391 The interviews were audio-recorded with permission from all study participants. The 
length of each interview varied from 12 to 29 minutes. If responses required further explanation 
or clarification, follow-up interviews would occur. In this study, only one-off interviews were 
conducted. 
According to Graneheim,401 interview guides ensure that all participants receive the same 
questions. However, no validated interview guides exist to describe Black and Arab individuals’ 
experiences with pharmacist services. Therefore, this study included the creation of a specific 
semi-structured interview guide (see Appendix G). The interview guide contained a list of topics 
and open- and close-ended questions derived from the literature, published interview guidelines, 
and themes explored in previous research.58,64,402-404 These questions were balanced, impartial, 
sensitive, and clear. Probing questions were also used to clarify the answers further, thus 
providing the required information about the topics while responding to the research questions. 
The same interview guide was used with all participants,  
contained four sections: Each part included between three and six questions, with several probes. 
Demographic questions were developed to identify Black and Arab individuals’ characteristics, 
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including age, gender, racial/ethnic background, place of birth, language preference, and years 
living in Canada. The second component identified the participants’ perceptions and expectations 
of pharmacist services. The third component explored the communication between participants 
and pharmacists. The last section of the study interview guide consisted of questions to identify 
Black and Arab individuals’ ideas and recommendations for improving pharmacist services. The 
semi-structured interview guide was revised and approved by the academic supervisor and the 
advisory committee members before data collection in order to support face validity. 
A pilot interview was conducted with one Black individual by the principal researcher after 
receiving ethics approval, s to ensure that the created questions would be consistent with the 
research objectives and that the research questions were obviously worded and drew out an 
appropriate range of answers, as well as identifying and resolving as many potential issues or 
challenges as possible.405 This pilot participant identified no concerns and felt the interview 
questions were meaningful. Consequently, no changes were made to the interview question 
content and verbal selection, and the first interview data were included as part of the study’s data 
analysis.  
The same researcher interviewed all participants. The interviews were recorded utilizing a digital 
recording device and transcribed later into written form for data analysis. Researcher notes were 
taken during the interviews to enhance the understanding of Black and Arab individuals’ 
perception of pharmacist services and supplement the audio recordings.  
Immediately after each interview, the researcher also wrote reflection reports. The interviews 
were conducted over six months (November 2017–May 2018). All interviews were conducted at 
a time and place of the Black and Arab individuals’ convenience, in a comfortable setting free of 
any possible disruptions and noise, including participants’ places of work, homes, neighborhood 
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cafes, and the researcher’s office at the University of Waterloo School of Pharmacy. In 
appreciation for their time, $15 gift cards were offered for participation in this study.  
Interviews started with general topics (e.g., weather, traffic), in an effort to establish a rapport 
between Black and Arab participants and the researcher. Although the interview guide was used 
with all participants, they were encouraged to talk freely about their experiences, providing as 
much description as they wanted. Adaptable conversation and chances to move away from the 
guide were permitted if required; few prompts were necessary. At the beginning of each 
interview, demographic characteristics were collected.  
Saturation points play an essential role in selecting the right number of qualitative research 
participants. The point in the research process when no further information is discovered in data 
analysis is known as data saturation.406 This qualitative study included 27 Black and Arab 
individuals to maximize data obtained from respondents. Interviewing 27 Black and Arab 
individuals in the research study ensured that data saturation occurred, and that information was 
robust and comprehensive. Although data saturation in this study occurred after eighteen 
interviews, the remaining interviews had already been scheduled when saturation was reached 
and were thus included in the data analysis. 
3.5.4 Data Management 
Post-interview activities included listening to each recorded interview to verify audibility and 
completeness and searching for any gaps or follow-up queries that might be used if Black and 
Arab individuals were re-contacted in the future407 Once all interviews were completed, they 
were transcribed verbatim into written form by a professional transcriptionist. Only two 
interviews were transcribed by the researcher, due to participants having answered the interview 
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questions in both English and Arabic. Each interview transcript was checked against the audio 
recording, and most transcription errors and omissions were corrected. 
3.5.5 Data Analysis  
The data collected for review and analysis in this qualitative study were Black and Arab 
individual interviews, researcher notes, and demographic characteristics. As with all data in 
qualitative approaches, descriptive data analysis includes procedures such as coding, 
categorizing, and making sense of the event’s vital meanings. Black and Arab participant’s data 
were not presented separately for several reasons. First, most of the study participants identified 
themselves as Arabs, and only 4 out of 27 participants identified themselves as Black 
individuals. Second, seven of the study participants identified themselves as both Black and 
Arab; therefore, it was difficult to categorize them as Arab or Black. Third, Black and Arab 
individuals had almost the same perceptions of and experience with pharmacists’ services. For 
instance, some participants from both Black and Arab groups when asked if it would make a 
difference in their interaction if the community pharmacist who served them was Black (for 
Black participants) or Arab (for Arab participants), the majority said it would not. Lastly, the 
data from the quantitative study showed that the study pharmacists held moderate to a strong bias 
against both Black and Arab individuals, which suggests Black and Arab individuals may have 
similar experiences when they interact with biased pharmacists.  
All interview transcripts were entered into a computer using NVivo 12 software (QSR 
International). Data analysis used the software system to determine text term frequency and 
organize set relation percentages. According to Ozkan,408 NVivo is a very beneficial database as 
it allows researchers to organize and manage large data sets, perform complex searches, and 
organize material. Once the qualitative researcher discovers themes, the software searches for 
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repetition. Researcher notes data were not coded; however, they were used to aid in partition and 
analysis. 
One of the most common approaches for analyzing data from qualitative research is thematic 
analysis, whose essential outcomes include meanings, relationships, and contexts found in the 
data.406 King409 defined thematic analysis as “recurrent and distinctive features of participants’ 
accounts, characterizing particular perceptions and/or experiences, which the researcher sees as 
relevant to the research question.” A broadly inductive thematic analysis was performed in this 
research. The research purposes and objectives were kept in mind during analysis, which allowed 
for the development of themes inside these objectives. The inductive method looks at exploratory 
literature after analysis, so there is no pre-determined mental outline for the researcher.410 This 
study followed Braun and Clarke’s guide410 for data analysis (Table 3.). This framework for 
thematic data analysis includes six phases. 
Table 3. Phases of Thematic Analysis 
Phase Description of the process 
1. Familiarizing yourself with your data Transcribing data (if required), reading, and re-
reading the data, noting down initial ideas and 
opinions. 
2. creating initial codes Coding interesting characteristics of the data in a 
systematic style across the entire data set, 
collating data relevant to each code. 
3. Searching for themes Collating codes into possible themes, collecting 
all data relevant to each possible theme. 
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4. Reviewing themes Checking work in the themes about the coded 
extracts (Level 1) and the entire data set (Level 
2), generating a thematic ‘map’ of the analysis. 
5. Defining and naming themes Conducting ongoing analysis to enhance the 
specifics of each theme and the overall story, the 
analysis says, generating rich definitions and 
names for each theme. 
6. Producing the report Selecting bright, compelling extract instances, 
conducting a final analysis of selected extracts, 
relating the analysis back to the research 
questions and previous literature, producing a 
scholarly report of the analysis. This is the final 
opportunity for analysis. 
Adapted from Reference 222. Using Thematic Analysis in Psychology (2006, p. 35). 
All participants’ transcripts were read several times to become familiar with them. The open 
code was used to identify significant statements relating directly to the research aims and 
objectives. After that, the codes and key quotations were collected into themes that included 
broad ideas and topics stressed in the interviews and emphasized the most frequent experiences 
and opinions. The study findings were combined into a detailed and comprehensive description 
of Black and Arab individuals’ perceptions of community pharmacist services. Inductive 
thematic analysis of the data was accomplished through collaboration and long discussion with 
the academic supervisor. Discussion and review of interviews produced agreement on four major 
themes recognized in all interviews and determined to be relevant for the objectives of this 
research. After that, the findings and conclusion were reviewed and discussed with an external 
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auditor experienced in qualitative research design. The auditor agreed to the coding, sub-themes, 
and themes created, with minor suggestions and recommendations. 
3.5.6 Ethical Considerations  
Prior to recruitment and following data collection, ethical approval for the research was obtained 
from the University of Waterloo Research Ethics Committee in November 2017 (ORE#22430). 
During the recruitment process, potential Black and Arab individuals were given the participant 
information sheet with an attached consent form (Appendix H). In this study, participants’ 
confidentiality was a priority. To ensure it, each individual was assigned an identification code 
used on all documentation and transcripts relating to that participant. The identity of the study 
participants was protected using the identification code (Interview 1 for participant one, 
Interview 2 for participant two, etc.) and by eliminating any personal identifying details from 
quotations, such as workplace and city or town names. References to the names of individuals in 
the quotes have also been removed. 
3.5.7 Trustworthiness 
Trustworthiness is necessary to evaluate the value of a qualitative study. Lincoln and 
Guba411reported that in qualitative research, four measures exist for establishing trustworthiness: 
credibility, transferability, dependability, and confirmability. 
Credibility 
Credibility is described as the extent to which data collection, data analysis, and findings are 
accurate and trustworthy.412 In this study, credibility was established by triangulation, whereby 
an audit of coding, themes, and sub-themes was performed to clarify whether another auditor 
would come to the same findings and general research conclusion.413 In addition, a peer 
86 
 
debriefing assisted in minimizing researcher bias. The peer debriefing was carried out by the 
academic supervisor. The academic supervisor provided the main researcher with suggestions 
and feedback on activities, thoughts, and behaviors to minimize researcher bias and evaluate data 
to determine that the conclusions were accurate.  
Transferability 
Transferability is the extent to which results, and context can be transferred and applied to other 
groups of people, situations, or future research similar to external validity and generalizability.414 
However, the decision regarding transferability depends on the users of the findings and not on 
the researcher. 415 To meet this criterion in the study, a full, thick and rich description of time, 
location, and Black and Arab individuals’ answers was provided, including direct quotations that 
accurately reflected the Black and Arab individuals’ experiences with and perceptions of 
pharmacist services and their interaction with pharmacists. Furthermore, characteristic 
demographic data from interviewees were collected about age, gender, place of birth, language 
preference when they interact with community pharmacists, and years living in Canada, which 
assisted in providing a clearer picture of the study culture and can assist readers in defining 
transferability.  
Dependability  
Dependability is related to the stability of the data and whether the study findings would likely 
be replicated if another researcher used the same participants and study design.414 In this study, 
clear and in-depth explanations of the research processes, including data collection, analysis, 
recommendations, and interpretations, were provided under the academic supervisor’s review. 
To this end, an audit trail was developed to improve the dependability of the research by tracking 
and recording all decisions such that an external researcher could examine them to assess 
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whether the information collected is representative of the conclusion reached.416 This research 
was also evaluated by the advisory committee members and the academic supervisor to confirm 
its dependability. In addition, dependability was enhanced by systematically following Braun 
and Clarke’s process to analyze the data.410 
Conformability 
Conformability is conserved by establishing that the respondents and not the researcher shape the 
data and the interpretation of the study findings.414 This involves methods used to limit bias in 
the research.417 There should be no biases or subjectivity in the research; all data must represent 
the study participants’ voice.418 To assure conformability in this study, participant interviews 
were transcribed verbatim, with researcher notes added. To further minimize bias, respondents’ 
responses were reported reflexively and objectively, and the academic supervisor reviewed and 
double-checked the research process. In addition, the use of a detailed audit trail provided 
transparency of the entire research process. 
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CHAPTER FOUR: RESEARCH FINDINGS 
4.1 Quantitative Findings 
The purpose of the quantitative study was to assess implicit and explicit bias toward both Black 
and Arab individuals among community pharmacists in Ontario. This quantitative section begins 
with a description of sample participants, followed by the results of IAT and explicit bias 
measures. The primary objective of this research was to examine the extent to which community 
pharmacists exhibit an implicit bias toward Black and Arab individuals. The secondary purpose 
was to identify community pharmacists’ characteristics that predict implicit bias. The third 
objective was to measure the correlation between the level of implicit bias and explicit bias. 
Based on previous research in social psychology and health care, we hypothesized that Ontario 
community pharmacists would implicitly prefer white individuals relative to Black and Arab 
individuals, that implicit bias IAT scores can be predicted based on certain pharmacists’ 
characteristics , and that implicit bias would be correlated with explicit bias. 
4.1.1 Sample Description  
A total of 5748 Ontario community pharmacists were invited to participate in this study, and 767 
responded and completed some part of the study (13.3% response rate). A total of 357 out of 767 
(46.6%) participants were able to complete the first study tool (demographic questions) but were 
unable to complete the other study tools (two IATs and explicit bias measures). Therefore, these 
respondents were not included in the study analysis. Three participants had too many errors for 
the IATs to be useful, and thus, no IAT scores were calculated for those participants. A total of 
407 (7.1%) respondents have completed all three study tools (demographic questions, two IATs, 
and explicit direct questions), and this was the final sample used for analysis, even though some 
demographic and explicit answers were missing. The number of 407 community pharmacists 
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exceeded my expectation of being able to recruit 372 participants by 35 participants based on 
sample size calculation.  
Personal and professional characteristics of the sample of community pharmacist are shown in 
Tables 4 and 5. The participants’ characteristics showed good variability regarding age, gender, 
racial/ethnicity self-classification, level of education, practice location, experience as a 
pharmacist, and experience as a licensed pharmacist in Canada.  
4.1.1.1 Personal Characteristics of the Pharmacists Sample 
Of the study pharmacists, over half were women (56.1%) and 164 men (40.2%). The mean age 
of the participants was 46.9 (SD = 12.2) years, with 222 (54.6%) aged 45 years old and older. 
227 (55.8%) participants were born in Canada. Of those participants indicating their race/ 
ethnicity, 232 of the study pharmacists identified themselves as white/Caucasian (57%). The 
remaining participants self-identified as South Asian (13.8%), East Asian (12%), West Asian or 
Arab (11.4%), Black (1.5%), Latino (0.2%), Aboriginal (0.2%), and other (3.4%). Table 4 shows 
the complete personal characteristic of the participants.  
Table 4. Personal Characteristics of the Study Pharmacist (N = 407)a  
Characteristics N (%) Mean SD 
Ageb (y) 
≤ 25 
26-35 
36-45 
46-55 
≥ 56  
 
3 (0.7) 
85 (20.9) 
97 (23.8) 
111 (27.3) 
111 (27.3) 
46.9 
 
12.2 
Gender 
Man 
Woman 
Other 
 
164 (40.2) 
228 (56.1) 
1 (0.2) 
  
Place of Birth 
In Canada 
 
227 (55.8) 
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Outside Canada 179 (44) 
Race/ Ethnicity  
White 
South Asian 
East Asian 
West Asian or Arab 
Black 
Latino 
Aboriginal 
Other 
 
232 (57) 
56 (13.8) 
49 (12) 
46 (11.4) 
6 (1.5) 
1 (0.2) 
1 (0.2) 
14 (3.4) 
  
Note. aPercentages do not up to 100 because of missing values and rounding. bAge converted into ordinal groups. 
Abbreviation. N, number of participants; y, years; SD, standard deviation. 
4.1.1.2 Professional Characteristics of the Study Pharmacists 
Among all study pharmacists, 71.5% had a baccalaureate degree as their current level of 
education, and 14.6% held a PharmD degree. About 8.3% had a Master’s degree, and 2.7% had 
completed a Ph.D degree. Additionally, 274 (68%) of them were practicing in a city, while 116 
(29.5%) were practicing in a town or village. Overall, the community pharmacists had been 
licensed for an average of 19 years, and their experience as a pharmacist ranged from one year to 
40 or more years.  
Most of the study pharmacists (81.9%) stated that proportion of patients they had contact with on 
a typical day in their workplace who are Black, or Arab was 0 to 3, and 66 (16.8%) of them had 
contact with 4 to 7 Black or Arab individuals. Although most pharmacists had low professional 
contact with Black and Arab individuals on a typical day, this study attempts to examine the 
implicit and explicit bias against Black and Arab individuals in general and not only against 
patients or clients. Table 5 shows the complete professional characteristics of the participants. 
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Table 5. Professional Characteristics of the Study Pharmacists (N = 407)a 
Characteristics N (%) Mean SD 
Highest Level of Education 
BSc (pharm) 
PharmD 
Masters 
Ph.D 
Other 
 
290 (71.5) 
60 (14.6) 
34 (8.3) 
11 (2.7) 
10 (2.4) 
  
Practice Locationb 
City  
Town  
Village  
Other  
 
276 (68) 
115 (28) 
6 (1.5) 
8 (2) 
  
Years as Pharmacistc 
1-10 
11-20 
21-30 
31-40 
 
116 (28.5) 
76 (18.7) 
109 (26.8) 
105 (25.8) 
20.8 12.5 
Years as Licensed Pharmacist in 
Canadac 
1-10 
11-20 
21-30 
31-40 
 
138 (33.9) 
75 (18.4) 
98 (24.6) 
88 (21.6) 
19.16 12.6 
Proportion of Patients per day (out of 
10) who were Black or Arab  
0-3 
4-7 
7-10 
 
 
320 (81.9) 
66 (16.8) 
7 (1.8) 
2 1.57 
Note. aPercentages do not up to 100 because of missing values and rounding. b“City” was defined as 100,00 people 
or more, “Town” was defined as 1000 to 99999 people, and “Village” was defined as less than 1000 people. cYears 
as a pharmacist and years as a licensed pharmacist in Canada converted into ordinal groups.   
Abbreviation. N, number of participants; SD, standard deviation. 
Generally speaking, the sample of this study is representative of the population of Ontario 
community pharmacists described by the Canadian Institute for Health Information (CIHI) 
data.419 In 2017, there were about 16.103 registered pharmacists, 11.606 (69%) of them 
practicing in community pharmacies, 58% were female, and the average age was 44.8 years old. 
Most (90%) pharmacists were located in urban areas, while 7% were located in rural and remote 
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areas. The majority of pharmacists had a baccalaureate degree (92.0%) as their current level of 
education.  
4.1.2. Implicit Bias of the Study Pharmacists 
The 407 study participants’ IATs scores are grouped according to the Project Implicit D score 
rating guide, and the number and percentage of D scores that correspond to each rating are 
displayed. Any D score greater than 0 indicates a preference for white individuals. A D score of 
0.15 to 0.34 indicates slight bias, 0.35 to 0.65 indicates moderate bias, and 0.66 or greater 
indicates strong bias.38 
As Table 6 and Figure 4 show, there was a wide range of implicit bias among the study 
pharmacists. The more frequent and stronger response was stronger preference for white 
individuals (i.e., bias against Black and Arab individuals). The Black: white IAT scores indicated 
that more than three quarters (75.6%) had IAT over zero, indicating that they had some implicit 
bias for white people over Black people. (28.7%) had “strong” implicit preference for white over 
Black images; 30.5% had “moderate” implicit preference for white people over Black people and 
about 16.5% had “slight” preference toward white people over Black people. There were small 
numbers who had a preference for Black individuals (9.1%) over white individuals, and 15.2% 
of the sample had little or no preference. 
The bias in favor of whites over Arabs was slightly less pronounced: 71.5% had IAT scores that 
indicated implicit bias in the Arab vs. white version of IAT. Of these, 23.6% had a “strong” 
preference for white individuals, compared with Arab individuals; approximately 25.5% had 
“moderate” bias toward white over Arab names, and 22.4% had “slight” preference toward white 
people over Arab people. Only16.5% had little to no preference, while 12.0% had 
some preference for Arab people over white people. 
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Table 6. Race and Arab D Score Ratings for Study Pharmacists (N = 407) 
Statement Frequency (%) 
Race IAT Arab IAT 
Strong preference for Black or Arab individuals 
(-0.66 or <) 
2 (0.5) 5 (1.5) 
Moderate preference for Black or Arab individuals 
(-0.36 to-0.65)  
18 (4.4) 18 (4.4) 
Slight preference for Black or Arab individuals 
(-016 to -0.35)  
17 (4.2) 26 (4.2) 
Little to no preference 
(-0.15 to 0.15) 
62 (15.2) 68 (16.5) 
Slight preference for white individuals  
(0.16 to 0.35) 
67 (16.5) 91 (22.4) 
Moderate preference for white individuals  
(0.36 to 0.65) 
124 (30.5) 104 (25.6) 
Strong preference for white individuals 
(0.66 or >) 
117 (28.7) 96 (23.6) 
Note. This table shows the grouped D scores according to Implicit D score rating guide. D scores range from -2 to 
+2. Negative scores indicate implicit bias (preference) for Black/Arab individuals, positive scores indicate implicit 
bias (preference) for white individuals.  
Abbreviation. N, number of study pharmacist.  
Figure 4. Distribution of Race and Arab IAT Scores in the Study Pharmacists (N= 407) 
 
Note. This shows the number of participants with each category of IAT score (No, slight, moderate, and strong bias 
favoring white or Black/Arab) on the Race and Arab IAT. 
Abbreviation. N, number of study pharmacist.  
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4.1.3 Explicit Bias of the Study Pharmacists 
4.1.3.1 Race and Arab Preference Scales 
As expected, in Table 7, the majority of study pharmacists indicated natural preference toward 
all white, Black and Arab groups. In a white-Black (Race) preference scale, 296 (72.2%) of 
participants indicated neutral preference toward both Black and white individuals. However, 63 
(15.5%) of participants reported preference toward white individuals, and 18 (4.4%) reported 
moderately preference toward white individuals, while 11 (3%) of respondents indicated an 
explicitly preference toward Black individuals. The mean average was 4.24 (SD = 0.64.), 
indicating a slight preference for white people relative to Black people. 
In the white-Arab (Arab) preference scale, the study pharmacists showed more explicitly 
preference toward white individuals over Arab individuals; 257 (63.15%) of study participants 
indicated neutral preference, 88 (21.6%) reported slight preference toward white people, and 19 
(4.7%) reported moderate preference toward white people, whereas 13 (3.4%) reported some 
explicit preference toward Arab people. The mean average was 4.34 (SD = 0.75.), indicating a 
slight preference for white people relative to Arab people. 
Table 7. Prevalence of Race and Arab Preference Scales. 
Statement Frequency (%) 
Race Preference Scale 
(N = 390) 
Arab Preference Scale 
(N = 380,) 
Strongly prefer Black or Arab 
individuals to white individuals 
1 (<1) 1 (<1) 
Moderately prefer Black or Arab 
individuals to white individuals 
1 (<1) 2 (<1) 
Slightly prefer Black or Arab 
individuals to white individuals 
9 (2.2) 10 (2.5) 
Like Black or Arab individuals and 
white individuals equally 
296 (72.7) 257 (63.1) 
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Slightly prefer white individuals to 
Black or Arab individuals 
63 (15.5) 88 (21.6) 
Moderately prefer white individuals 
to Black or Arab individuals 
18 (4.4) 19 (4.7) 
Strongly prefer white individuals to 
Black or Arab individuals 
3 (<1) 3 (<1) 
Note. This shows the frequencies of responses on the Black and Arab preference scales. These scales were measured 
on a scale of 1 to 7, with a median response of 4. Responses from 5 to 7 were considered biased toward white 
individuals over Black/Arab individuals. 
Abbreviation. N, number of study pharmacist.  
4.1.3.2 Feeling Thermometer Scales 
Overall, the mean warmth score toward white people (7.03) was higher than toward Black people 
(6.97) and Arab people (6.69), although most pharmacists rated both groups equally. In the 
white-Black feeling thermometer scale, the majority of study pharmacists (80.6%) did not feel 
particularly warm or cold toward white people or Black people. However, 12.1% of participants 
felt warmer toward white people over Black people, while 7.3% reported some preference for 
Black people. 
The results were a little bit different for white-Arab feeling thermometer scales. About 67.6% of 
the sample of pharmacists reported neither warm nor cold, and 26.6% of them felt warmer 
toward whites over Arabs, while 5.8% reported some preference for Arabs (Figure 5). 
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Figure 5. Pharmacists Feeling Thermometer toward White, Black and Arab Individuals 
 
Note. This shows the difference scores between feeling toward white individuals (-) feelings toward Black/Arab 
individuals (> 0 was considered pro-white bias. A difference of 0 was no bias, and a difference < 0 was pro-
Black/Arab bias.). 
4.1.4 The Existence of Implicit and Explicit Bias Among Ontario Community Pharmacists  
The first hypothesis to be tested in this study was whether Ontario community pharmacists 
would implicitly prefer white individuals relative to Black and Arab individuals. A one-sample t-
test was performed (Table 8) to obtain the mean D score and determine its significant difference 
from zero. As hypothesized, the 407 community pharmacists used in the analysis showed a mean 
D score of 0.41 (SD = 0.40, Cohen’s d = 1) for Race IAT and D score of 0.35 (SD = 0.41, 
Cohen’s d = 0.8) for Arab IAT. Both were significantly (p<0.05) higher than the neutral D score 
of zero, which confirmed the hypothesis that community pharmacists hold preference for white 
individuals and represents a bias against Black and Arab individuals. The D scores ranged from -
0.7 to 1.33 and -0.93 to 1.4 out of a possible range of -2.0 to 2.0, respectively.  
The mean D scores of 0.41and 0.35 are within the range described by the Project Implicit D 
score rating guide as corresponding to a moderate to strong preference for white individuals in 
Race IAT and a moderate preference for white individuals in Arab IAT, which means there is a 
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considerable negative implicit bias towards Black and Arab individuals among the sampled 
pharmacists.  
Table 8. One-Sample T-Test Result for the Race and Arab Implicit Bias Test: Test Value = 0 
Attitude Race Arab 
N Mean Effect-sizea P Value N Mean Effect-sizea P Value 
Implicit 407 0.41 1 <0.05 407 0.35 0.8 <0.05 
Note. D-scores for participants who completed the race and Arab IAT. Positive scores represent a pro-white (relative 
to Black or Arab) bias. Significant results indicate D scores that are significantly different from the no-bias midpoint 
of 0. p < .05. aEffective size, interpreted as follows: d of 0.2 = small effect; d of 0.5 = medium effect; and d of 0.8 = 
large effect. 
Abbreviation. N, total pharmacists for whom we have both Race and Arab D scores. 
4.1.5 Association Between Implicit Bias and Community Pharmacists’ Characteristics 
With a determination of the existence of implicit and explicit biases against Black and Arab 
individuals among Ontario community pharmacists, the second hypothesis to be tested was that 
IAT scores could be predicted based on pharmacists’ characteristics. First, Pearson correlation, 
ANOVA, and a dependent t-test were conducted separately to determine whether there were 
significant differences between participants’ characteristics and implicit bias as assessed with 
Race and Arab IATs. Table 9 summarizes the results of demographic criteria and IAT analysis to 
determine whether there was a statistically significant difference between community 
pharmacists’ characteristics and Race and Arab IATs.  
The results presented in Table 9 shows that four significant factors of age, self-identified 
race/ethnicity, years as a pharmacist, and years as a licensed pharmacist in Canada are associated 
with Race IAT scores and six factors of age, self-identified race/ethnicity, place of birth, practice 
location, years as a pharmacist, and years as a licensed pharmacist in Canada are associated with  
Arab IAT scores.  
On average, the oldest demographic group, 56 years of age or older, had the highest mean Race 
and Arab IAT scores: (M = 0.49; SD = 0.39) and (M = 0.41; SD = 0.37), respectively. A bivariate 
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correlation revealed statistically significant differences between pharmacist age and Race and 
Arab IAT scores. 
The average D score for female pharmacists was slightly lower (M = 0.40; SD = 0.4) and (M = 
0.312; SD = 0.36), respectively, than the average D score for male pharmacists (M = 0.41; SD = 
0.4) and (M = 0.34; SD = 0.34), respectively. However, the independent sample t-test on gender 
revealed no statistically significant differences between the groups.  
Immigrant community pharmacists had lower average D scores (M = 0.39; SD = 0.4) and (0.31; 
SD = 0.43), respectively, than Canada-born pharmacists (M = 0.42; SD = 0.39) and (M = 0.38; 
SD = 0.38). Though, this difference was not statistically significant in the Race D score and was 
statistically significant in the Arab D score. 
In Race IAT, East Asian and white pharmacists had higher average D scores than other race and 
ethnicity groups (M = 0.45; SD = 0.36) and (M = 0.44; SD = 0.36), respectively. However, in 
Arab IAT, Black and white pharmacists held a strong preference toward white individuals (M = 
0.63; SD = 0.42) and (M = 0.42; SD =0.37), respectively. An ANOVA test exposed statistically 
significant differences in Race and Arab D scores between the different self-identified race and 
ethnicity groups. 
Community pharmacists, who held Ph.D degree, showed less bias toward Black and Arab 
individuals (M = 0.27; SD = 0.44) and (M = 0.17; SD = 0.53), respectively. Nevertheless, there 
were no statistically significant differences in Race and Arab D scores between the highest levels 
of education groups. 
Regarding practice location, pharmacists who practice in villages showed less bias than other 
categories toward Black people in Race IAT (M = 0.31; SD = 0.45). However, pharmacists who 
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practice in towns, as compared to pharmacists who practice in cities or villages, held a stronger 
bias against Arab individuals in Arab IAT (M = 0.43; SD = 0.46). An ANOVA test indicates a 
statistically significant relationship between practice location and Arab D score.  
Furthermore, this study found that more experienced pharmacists held a strong preference 
toward white people (M = 0.49; SD = 0.4) and (M = 0.43; SD = 0.38), respectively. The 
experienced licensed pharmacists in Canada showed the same result (M = 0.5; SD = 0.4) and (M 
= 0.44; SD = 0.38), respectively. The relationship between Race and Arab D scores and the 
experienced pharmacists and the experienced licensed pharmacists were statistically significant. 
Finally, the Race and Arab average D scores for pharmacists who had few contacts with Black 
and Arab individuals on a typical day were higher (M = 0.4; SD = 0.39) and (M = 0.35; SD = 
0.41), respectively, compared to other numbers of Black and Arab individual groups. However, 
these differences were not statistically significant. 
Table 9. Pharmacist Characteristics and Bivariate Associations with IAT Scores 
 IAT score, mean (SD) 
Variables Race Arab  
Agea 
≤ 25 
26-35 
36-45 
46-55 
≥ 56 
P-value 
 
0.37 (0.49) 
0.29 (0.45) 
0.36 (0.38) 
0.46 (0.34) 
0.49 (0.39) 
0.00* 
 
0.43 (0.22) 
0.32 (0.42) 
0.25 (0.41) 
0.39 (0.43) 
0.40 (0.37) 
0.00* 
Gender 
Male 
Female 
P-value 
 
0.41 (0.4) 
0.40 (0.4) 
0.78 
 
0.34 (0.43) 
0.36 (0.4) 
0.66 
Place of Birth 
In Canada 
Outside Canada 
P-value  
 
0.42 (0.39) 
0.39 (0.4) 
0.5 
 
0.38 (0.38) 
0.30 (0.43) 
0.04* 
Race/Ethnicity  
White 
 
0.44 (0.36) 
 
0.42 (0.37) 
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Black 
East Asian 
South Asian 
West Asian or Arab 
P-value 
-0.30 (0.28) 
0.45 (0.45) 
0.35 (0.43) 
0.34 (0.4) 
0.02* 
0.63 (0.42) 
0.33 (0.47) 
0.22 (0.38) 
0.14 (0.41) 
0.05* 
Highest Level of Education 
BSc (pharm) 
PharmD 
Master 
Ph.D 
P-value 
 
0.41 (0.39) 
0.41 (0.39) 
0.37 (0.43) 
0.27 (0.44) 
0.8 
 
0.38 (0.38) 
0.27 (0.42) 
0.25 (0.47) 
0.18 (0.53) 
0.14 
Practice Locationb 
City 
Town 
Village 
P-value 
 
0.41 (0.4) 
0.40 (0.37) 
0.30 (0.45) 
0.82 
 
0.31 (0.4) 
0.43 (0.4) 
0.43(0.46) 
0.04* 
Years as a Pharmacist 
1-10 
11-20 
21-30 
31-40 
P-value 
 
0.33 (0.44) 
0.34 (0.36) 
0.46 (0.35) 
0.49 (0.4) 
0.005 
 
0.33 (0.42) 
0.22 (0.39) 
0.38 (0.41) 
0.43 (0.38) 
0.005 
Years as a Licensed 
Pharmacist in Canada 
1-10 
11-20 
21-30 
31-40 
P-value 
 
 
0.31 (0.44) 
0.38 (0.36) 
0.47 (0.35) 
0.51 (0.40) 
0.005* 
 
 
0.31 (0.42) 
0.23 (0.39) 
0.41 (0.4) 
0.44 (0.39) 
0.005* 
Proportion of Patients per 
Day (out of 10) who were 
Black or Arab  
0-3 
4-6 
7-10 
P-value 
 
 
 
0.40 (0.39) 
0.43 (0.43) 
0.17 (0.17) 
0.26 
 
 
 
0.35 (0.41) 
0.34 (0.38) 
0.26 (0.51) 
0.85 
Note. aAge converted into ordinal group. b“City” was defined as 100,00 people or more, “Town” was defined as 
1000 to 99999 people, and “Village” was defined as less than 1000 people.  * indicate significant at p≤0.05 and used 
in regression models. 
The four demographic factors (age, self-identified race/ethnicity background, years as a 
pharmacist and years as a licensed pharmacist in Canada) were found to be significantly 
associated with Race D scores and the six demographic factors (age, self-identified 
race/ethnicity, place of birth, practice location, years as a pharmacist, and years as a licensed 
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pharmacist in Canada) were found to be significantly associated with Arab D scores are qualified 
for entry into the regression models. 
The nature of the relationship between the determinants of pharmacists’ demographic and Race 
and Arab D scores was investigated using the Pearson correlation coefficient. Preliminary 
analysis was performed to assure no violation of the assumptions. The correlation matrix shows 
that the pair-wise correlation coefficient between years as licensed pharmacist in Canada and 
years as a pharmacist exceeded 0.7, suggesting that the data has a severe multicollinearity 
problem. Therefore, years as a pharmacist variable was dropped from the regression model to 
address this issue.  
Table 10 shows the relative effects of community pharmacists’ demographic variables on Race. 
Multiple regression model is significant (F (7,391) = 5.17, p < 0.005) which means the overall 
model of age, self-identified racial/ethnic, and year as a licensed pharmacist in Canada 
statistically significant predicted Race scores 
The adjusted R² is 0.068. This means that pharmacist characteristics explain 6.2% of the 
variation in Race scores. According to the regression results presented in Tables 10, two 
demographic factors are significantly related to Race IAT, age and self-identified race/ethnicity 
(Black pharmacists) variables.  
Table 11 shows the relative effects of community pharmacists’ demographic variables on Arab 
IATs. Multiple regression model is significant (F (11,386) = 3.40, p < 0.005), which means the 
overall model of age, place of birth, practice location, self-identified racial/ethnic, and year as a 
licensed pharmacist in Canada statistically significant predicted Arab IAT scores. 
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The adjusted R² is 0.062. this means that the pharmacist characteristics explain 6.2% of the 
variation in Arab scores. According to the regression results presented in 11, only self-identified 
race/ethnicity (South Asian and West Asian/Arab pharmacists) is significantly and negatively 
related to Arab IAT scores. 
Table 10. Multivariate Regression between Pharmacists and Race IAT Scores (N = 399) 
Variables Unstandardized 
Coefficient 
Standardized 
Coefficient  
t- value Sig. 
B Std. Error Beta   
Constant 0.16 0.11  1.1 0.29 
Age 0.01 0.00 0.12 2.13 0.03* 
Years as a licensed 
pharmacist in Canada  
-0.01 0.00 -0.03 -0.30 0.76 
Race/Ethnicitya      
  Black -0.63 0.16 -.19 -3.87 0.00* 
  East Asian 0.05 0.06 0.04 0.79 0.42 
  South Asian -0.05 0.06 -0.05 -0.91 0.36 
  West Asian/Arab -0.08 0.07 -0.06 -1.13 0.25 
  Other  -0.08 .11 -0.04 -0.78 0..43 
N R2 Adj. R2 F-statistic P-value 
399 0.085 0.07 5.17 0.005 
Note. Whites are the reference group for race/ethnicity. All relationships were non-significant except age. Model 
adjusted for age, years as a licensed pharmacist in Canada, and race/ethnicity. * indicates significant at p≤ 0.05. 
Table 11. Multivariate Regression between Pharmacists and Arab IAT Scores (N = 398) 
Variables Unstandardized 
Coefficient 
Standardized 
Coefficient  
t-value Sig. 
B Std. Error Beta   
Intercept 0.40 0.12  3.45 0.00 
Age -0.02 0.04 -0.07 -0.61 0.53 
Years as a licensed 
pharmacist in Canada 
-0.04 0.04 0.12 1.09 0.27 
Race/Ethnicitya      
  Black 0.04 0.05 0.05 0.84 0.40 
  East Asian -0.01 0.03 -0.01 -0.26 0.79 
  South Asian -.04 0.01 -0.25 -3.86 0.00* 
  West Asian/Arab 0.00 0.01 0.00 0.12 0.90 
  Other  -0.04 0.02 -0.09 -1.8 0.06 
Practice Locationb      
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  Town 0.06 0.04 0.07 1.34 0.18 
  Village 0.10 0.16 0.03 0.62 0.53 
  Other -0.26 0.15 -0.09 -1.78 0.07 
Place of Birth 0.06 0.05 0.08 1.19 0.23 
N R2 Adj. R2 F-statistic P-value 
398 0.088 0.062 3.403 0.005 
Note. aWhite category is the reference group for race/ethnicity. bCity category is the reference group for practice 
location. All relationships were non-significant except age and South Asian. Model adjusted for age, years as a 
licensed pharmacist in Canada, race/ethnicity background, practice location, and place of birth. * indicates 
significant at p≤ 0.05. 
4.1.6 Correlation between Implicit Bias and Explicit Bias 
The final hypothesis to be tested was that differences exist between a pharmacist’s level of 
explicitly reported bias and level of implicit bias as measured by the Race and Arab IATs. 
Spearman’s rank-order correlation was performed with IATs and explicit measures. A weak 
positive association between Race IAT and the explicit race preference measure was identified, 
indicating that more implicit bias was related to more negative explicit bias. (rs(391) =0.12, p = 
0.005) However, further information would be required to make such a statement. When the 
Race IAT scores were compared with the composite measure of explicit bias, the correlation 
coefficient was very close (rs (379) =0.13, p = 0.01). Please see Table 12 and Figure 6 
For the Arab IAT, the Spearman’s correlation coefficient revealed that there was a slight positive 
correlation between explicit and implicit preferences (rs (385) =0.32, p = 0.005).  When the Arab 
IAT scores were compared with the composite measure of explicit bias, the correlation 
coefficient was almost the same (rs (377) =0.27, p = 0.005). The statistical significance of these 
implicit/explicit correlations showed that community pharmacists’ self-reported level of bias 
toward Arab and Black individuals was significantly less than their actual bias, as measured by 
the Black and Arab IATs. Please see Table 12 and Figure 7 
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Table 12. Correlations between IAT Scores and Explicit Measures 
Spearman’s Rank Coefficient N rs P-value 
Race IAT Race/ preference scale 391 0.123 0.01 
Arab IAT Race/ preference scale 385 0.32 0.005 
Note. Spearman’s rank correlation coefficients comparing implicit and explicit preferences for both Race and Arab 
demonstrated statistically significant.  
Abbreviation. rs = Correlation coefficient; N, the number of study pharmacist.  
Correlation is significant at the 0.05 level (2-tailed). 
Figure 6. Implicit and Explicit Race Biases among Study Pharmacists 
 
Note. For preference, a 7-point relative preference measure derived from Race Implicit Association Test (IAT) D 
scores from 391 pharmacists was used, with no preference in the Centre. Race explicit preferences reflect 
participants’ direct response to a similar 7-point relative preference scale. 
Figure 7. Implicit and Explicit Arab Biases among Study Pharmacists 
 
Note. For preference, a 7-point relative preference measure derived from Arab Implicit Association Test (IAT) D 
scores from 385 pharmacists was used, with no preference in the Centre. Arab explicit preferences reflect 
participants’ direct response to a similar 7-point relative preference scale. 
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4.2 Qualitative Findings 
This section focuses on the main four themes that emerged from participant interviews (Table 
13), which emphasize the perceptions and experiences of Black and Arab individuals with 
community pharmacist services. From the 27 transcribed interviews, 636 significant statements 
were extracted reflecting Black and Arab individuals’ opinions, beliefs, perceptions, and 
attitudes about pharmacist services and their interactions with pharmacists; 16 sub-themes were 
formed which were further merged into four main themes. In the following section, the results 
will be discussed thematically with common experiences gathered into themes and sub-themes  
4.2.1 Demographic Characteristics. 
Table 13. Demographic Characteristics of Study Participants (N=27) 
Characteristic No. of participants % of Participants 
Age 
18-25 years 
26-35 years 
36-45 years 
46-55 years 
56-65 years 
66-75 years 
 
2 
10 
4 
8 
2 
1 
 
7% 
37% 
15% 
29% 
7% 
5% 
Gender 
Female 
Male 
 
7 
20 
 
26% 
74% 
Race/Ethnicity Background 
Black 
Arab 
Both 
 
4 
16 
7 
 
15% 
58% 
27% 
Born in Canada 
Yes 
No 
 
3 
24 
 
11% 
89% 
Language Preference 
English 
Arabic 
Both 
 
19 
4 
4 
 
70% 
15% 
15% 
Years Lived in Canada 
1-6 years 
6-10 years 
10-20 years 
 
2 
12 
8 
 
7% 
46% 
29% 
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20+ years 
All my life 
3 
2 
11% 
7% 
As summarized in Table 11, 74% of the participants were male, (N = 20) and 26% were female 
(N = 7). the largest proportion of the participants was between 26-35 years old, representing 37% 
(N = 10) of the participants. Only one participant (4%) was between 66-75 years. There was an 
equal number of participants aged between 18-25 years and 56-65 years, each representing 7% of 
the sample (N = 2). About 59% (N = 16) of the participants identified themselves as Arab, while 
Black participants constituted 14% (N = 4) of the sample; 27% (N = 7) of study participants 
identified themselves as Black and Arab. The majority of the participants were born overseas 
(89%, N = 24). The participants were asked to indicate what language they feel most comfortable 
using when talking to a pharmacist. English was the most used language when speaking to a 
pharmacist, indicated by 70% (N = 19) of participants However, about 15% (N = 4) indicated 
Arabic and 4% (N = 4) had no preference since they spoke both English and Arabic. The largest 
proportion of participants had been living in Canada between 6-10 years, representing 44.4% (N 
= 12) of the sample.  
4.2.2 Qualitative Themes and Sub-themes 
Although Black and Arab individuals in this study talked more in general terms about their 
overall perceptions of and experiences with pharmacist services rather than specifically about 
pharmacist-patient/client relationship, four overarching themes were identified based on their 
experiences: 1) patient/client’s use of community pharmacy services 2) patient/client cognizance 
of pharmacist’s services 3) good pharmacist-patient/ client interaction, and 4) communication 
barriers. These four themes are not mutually exclusive. Black and Arab participants often shared 
both positive and negative experiences related to these themes. When the experience was 
positive (e.g., informative communication), study participants were more likely to be satisfied 
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with pharmacist services in general. Each theme represented an overarching topic that included 
several sub-themes which are shown in Table 14. Each theme and sub-theme will be described 
and discussed with direct quotations from the participants’ interviews used to highlight and 
support them.  
Table 14. Emergent Themes and Sub-themes 
Theme Sub-theme 
Patient/client’s use of a community pharmacy Frequency of visiting a community pharmacy 
Factors influencing the choice of a pharmacy 
Common reasons for visiting a community 
pharmacy 
Desirable qualities in pharmacist services 
Patient/client cognizance of pharmacist roles 
and services 
Patient/client perceptions and expectations 
about community pharmacist 
Identifying a pharmacist 
Good Pharmacist-Patient/ Client Interaction Effective communication 
Communication barriers Lack of communication skills 
Failure by community pharmacist to answer 
some questions or entertain more questions 
Pharmacists’ indifference, and lack of 
attention 
Rudeness and disrespectful 
Racial discrimination  
Lack of professional knowledge 
Language and accent barriers 
Patient/client-pharmacist race and ethnicity 
accordance 
Systematic issues 
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Theme One: Patient/Client’s Use of a Community Pharmacy  
Community pharmacies are widely used by Canadians, with more than 600 million prescriptions 
has been dispensed every year.420 Patients with chronic diseases see their pharmacist seven times 
as often as they do their family physician.421 In this study, all Black and Arab participants 
interviewed described their use of community pharmacist services. This includes questions 
related to the frequency of and common reasons for their visit to the pharmacy, the tendency to 
visit a particular pharmacy, and desirable qualities in pharmacist services.  
Sub-theme: Frequency of Visiting a Community Pharmacy 
According to Sauvageau et al.422, approximately 55% of the Canadian population visit a 
community pharmacy every week. When the participants of this study were asked how often 
they visit a community pharmacy for any reason, the majority of them said that they visit a 
pharmacy at least once a month: 
“Monthly I go [to a community pharmacy] couple times because I have kids, and here the 
weather, always the kids will be sick and always I will be in, a clinic in the pharmacies 
for normal sickness for the kids.” (Interview 9) 
Sub-theme: Factors Influencing the Choice of a Pharmacy 
One factor frequently mentioned by Black and Arab participants was convenient pharmacy 
location which included the proximity of a pharmacy to home, work, medical clinic, or hospital 
and the presence of a pharmacy in a shopping mall: 
“Most likely, I go either to one that closes from my home, or the one that closes from the 
university, which is where I work.” (Interview 4) 
El Hajj et al.423 found that pharmacists’ knowledge was considered as a critical factor by 66% of 
survey respondents. Likewise, the pharmacists’ skills, knowledge and ability to answer any drug- 
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or disease-related questions were also frequently mentioned by many Black and Arab 
participants as a reason for choosing a community pharmacy: 
“But from a pharmacy standpoint, there's a pharmacist in Drug Basic [name of 
pharmacy]. He is a very knowledgeable person.” (Interview 8) 
Despite the fact that the Arab and Black participants had health insurance, and all had some form 
of prescription insurance, some participants were very concerned about the cost of medicine, 
particularly for patients who did not have government benefits: 
“…The [medication] cost. Because if you don't have a benefit [government support], the 
prescriptions can be, like, too much for you.” (Interview 16) 
Therefore, Black and Arab participants were more likely to visit a pharmacy that offers a 
competitive price on medications: 
“I looked at the fees, maybe a pharmacy will charge you say, $12. Another one will 
charge you $7.99. For dispensing the medicine. So, you generally go and look into that 
factor.” (Interview 1) 
Other relevant factors included providing a good range of products and services; convenient 
community pharmacy working hours; parking availability; promotion on medications and 
appearance of a pharmacy.  
The participants also mentioned several factors influencing loyalty, as defined by frequent visits 
to the same pharmacy. Dossa et al.424 found that patients loyal to a single pharmacy were more 
likely to have better quality indicators of medication use and condition management. One of 
these factors was feeling comfortable interacting with a specific pharmacist: 
“When I choose a pharmacist, I choose one that I feel comfortable talking with that 
person. So, when I choose that one, not because it's close to my house. Because I feel 
comfortable with that one. Because, when you say medications, it is some sort of ... 
something more private. So, I choose the one I can trust- and I feel safe to talk about my 
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conditions, and even my children and my wife conditions in general.” (Interview 16) 
Additionally, a good and long-lasting relationship with a community pharmacist was identified 
as a significant reason for choosing a particular community pharmacy: 
“I usually go to the same pharmacy…I talk to him (pharmacist …and he knows me pretty 
good.” (Interview 7)  
Sub-theme: Common Reasons for Visiting a Community Pharmacy 
Black and Arab participants identified the main reasons for visiting a community pharmacy. 
Most of them chose filling prescriptions and obtaining over-the-counter (OTC) medications as 
the most common reason for visiting a pharmacy: 
“They [pharmacies] have, prescription drugs-And I have to buy- And sometimes when I 
need to get something for my children, for my daughters-I'm not so sure which of the 
over-the-counter drugs I could get, so I go there to clarify…” (Interview 2) 
Several participants reported that they visited a pharmacy primarily to seek the pharmacist’s 
advice and to get general health information: 
“If ever my daughter's sick, to pick something up, to get their [pharmacists] advice on 
what I should pick up.” (Interview 24) 
Receiving easy and fast services are important advantages of using pharmacist services. A few 
participants stated that they visited a community pharmacy in order to get quick service as going 
to the emergency room would take much longer for minor conditions: 
“It's [ visiting a pharmacy] a lot quicker than going to the emergency room. If I have to 
go to the emergency room, it would take me two to three hours.” (Interview 14) 
Sub-theme: Desirable Qualities in Pharmacists Services 
The study participants identified several aspects of pharmacist services and considered essential 
to the development of strategies to expand and advance community pharmacist services in 
Canada. These included honesty and professionalism; willingness to offer advice and answer any 
111 
 
health-related questions; good communication skills; and understanding of people’s concerns. A 
few participants made the following comments: 
“…if a good pharmacist is talking to you, explaining to you, instead of just running away 
to make more medicine, to make more money, right? If he gives you like an extra minute 
with full attention, and try to explain to you, try to understand what you are talking…” 
(Interview 5)  
“I mean he [community pharmacist] has a good personality, attitude, behavior and 
easygoing.” (Interview 14) 
“…And if they [community pharmacists] were not like in a good mood or like if they were 
like, in a cranky mood or whatever, they would ruin the whole entire thing for me because, 
I'm coming to them with not good conditions. So, I believe that they need to be more 
understandable.” (Interview 27) 
“I know that regardless of what kind of health care providers it is, it's very important for 
them to be open and, just there, you know, and clear and respectful.” (Interview 17) 
Black and Arab participants also suggested a wide range of strategies related to a community 
pharmacy in general in order to promote using pharmacist and pharmacy services. These strategies 
included filling a prescription online, having a family pharmacist, access to patients’ records, 
having more 24-hour pharmacies, hiring more pharmacists in community pharmacies, minimizing 
wait times, having a private area for consultation, having pharmacists from different ages and 
genders available, having pharmacists who speak multiple language or having language 
translators, offering drug label and information in multiple languages, conducting more research 
on medications safety, pharmacy cleanliness, and signs/posters encouraging people to talk to the 
pharmacist regarding their needs or conditions. 
Theme Two: Patient/Client Cognizance of Pharmacist Services 
This theme concerned how pharmacists and their services are held within the mindset of Black 
and Arab participants, perceptions of and attitudes towards the community pharmacist’s services 
in Ontario, and their expectations with these services. This kind of knowledge can help 
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pharmacists in meeting patients/clients’ needs and improve the quality of their services and 
improving customer satisfaction.425.  
Sub-themes: Patient/Client Perceptions and Expectations about Community Pharmacist Roles 
and services 
The study participants perceptions and expectations toward community pharmacists’ services 
varied. Expectations about pharmacists as experts and professionals in matters related to 
medications were relatively high among Black and Arab participants. Williams stated that426 
there is a positive association with patient satisfaction if expectations are met during patient-
provider interaction. One participant gave pharmacist representations; - a pharmacist is the one 
who filled their prescriptions; provided instructions for how to take their medications; made an 
occasional recommendation for OTC medications that could be helpful and consulted about the 
side-effects: 
“Well, I expect them to point me to any dangers that I wouldn't know about by myself. 
Also, to guide me to especially when I'm taking something off the shelf, to let me know 
which medication would be better for my case. I expect them to give me advice.” 
(Interview 9) 
Another participant believed that community pharmacists were the most knowledgeable health 
care professionals when it comes to medications and their use:  
“My expectation is high. Cause I consider the pharmacist half a doctor. Well, this is very 
important, but lots of people don’t realize how important is your pharmacist as it's, he 
actually knows how to make the medicine, you know, and he knows how the medicine 
works before the doctor. The Doctor just describes the medicine, he didn't know how the 
medicine, how it works. The medicine or how the medicine works, and he can guide you 
better. And he knows more about the natural ingredients compared the chemical 
ingredients.” (Interview 23) 
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Black and Arab participants said that pharmacists could offer clinical advice and OTC drugs for 
a range of minor diseases, such as coughs, colds, sore throats, tummy trouble and aches and 
pains. 
“I also expect that when I have [a] specific question. For example, if I have flu or a cold 
for a long time, I feel like okay, let me go see my pharmacist.” (Interview 8) 
Manasse et al.427 reported that pharmacists are in a good position to help patients get better 
health care by referring them as needed to other kinds of health practitioners. In this study, some 
Black and Arab individuals also expected that community pharmacists would refer them to other 
HCPs if they required more help with certain issues: 
“If they [pharmacists] can't [help me to answer my questions] then, direct me towards 
somebody who can like if something they can't help me with, maybe tell me "I feel it's best 
that you go to the emergency room, get it checked out professionally."’ (Interview 13) 
However, very few participants had difficulty conveying what pharmacists could do to enhance 
patient experience with pharmacist services, this was, in part, because they perceived community 
pharmacists’ role to be limited to providing information and dispensing medications. One 
participant reported the following: 
“You [the community pharmacists] are not doctors. Give this [medication] one… Fill the 
prescription and that is it.” (Interview 26) 
Finally, studies showed that patient and clients were suspicious of community pharmacist 
commercial affiliations and financial purposes.244,248,428 This study also showed that a small 
number of participants commented that pharmacists were primarily businesspeople more 
concerned with making money than with health, stating: 
“Some [community pharmacists] will have financially driven, and some [ community 
pharmacists] are patient-driven. If you have a dispute with the doctor-And the doctor wants 
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to increase the dosage-And you are not convinced- They [the community pharmacists] 
always side with the doctor because they sell more medicines.” (Interview 8) 
Sub-theme: Identifying the Pharmacist 
In this sub-theme, study participants were asked whether they knew or identified their 
pharmacists in order to make sure that we were talking about a pharmacist and not other 
pharmacy staff. The majority of participants reported that when they entered a pharmacy, they 
were able to positively identify who a pharmacist was and discriminate between a pharmacist 
and other people working in a community pharmacy. One participant said that the pharmacist 
was the one who provided information about medicine: 
“Yes, I know the pharmacist, … generally, it's easy because the pharmacist, whenever 
you have medicine, the pharmacist will try to help you, to tell you how to take medicine, 
before food and after food.” (Interview 1) 
Some participants stated that they knew their pharmacists because they frequently or always 
visited the same pharmacy and have a trusted pharmacist there: 
“…that pharmacy I go for like every time, like fifteen minutes from my house. I don't 
know them [the pharmacist] but I know their faces because we used to deal with them for 
a while. 'Because I lived there either for eight years, nine years.” (Interview 16) 
Other participants said that they identified the pharmacists by what they wore (white coat): 
“I don't know their name [pharmacists], but I can tell that they're pharmacists by I guess 
the jacket that they wear? yeah, that usually says some sort of medical authority.” 
(Interview 17) 
Nevertheless, a few participants had clear problems in identifying different professionals among 
pharmacy staff. They said that they saw several people behind the counter working, but they 
were not sure who the pharmacists were: 
“I don't know the pharmacist to be honest with you because there are different, as you 
mentioned different people.” (Interview 26) 
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Theme Three: Good Pharmacist-Patient/ Client Interaction 
The theme “Good pharmacist-patient/ client interaction” refers to the positive interactions 
between community pharmacists and Black/ Arab participants. Higginbottom429 demonstrated 
that in a health care setting, productive interactions between HCPs and patients are crucial for a 
shared understanding of the feelings and signs experienced by patients as well as the objective of 
the health providers. Black and Arab participants reported mixed experiences regarding 
pharmacist services. These experiences revolved around pharmacist attitude and communication. 
When asked how the study participants feel when they interact with a community pharmacist, 
many of them indicated that they felt comfortable: 
“I feel comfortable. Because you get the medicine and you get something to cure your 
sickness. And I will be happy because you[are] getting what you need.” (Interview 2) 
Black and Arab participants also expressed satisfaction once they had established a long- term 
relationship with a community pharmacist, and all participants mentioned they had at least one 
positive experience with a community pharmacist. For instance, one participant indicated that 
community pharmacists were outstanding and treated them with warmth, dignity, and respect: 
“She [a community pharmacist] was very nice with me and gave me a good 
recommendation about taking special medications for my situation (skin issue) she was 
very helpful, and she did not ask me to see a doctor. She tried to help me by saving my 
time, and she was very concerned about my condition at that time.” (Interview 27) 
As mentioned before, quick service was an important factor that made many participants happy 
and satisfied with pharmacist services. One participant expressed his positive and enjoyable 
experience with community pharmacist services by having quick services for minor conditions: 
“I've had pretty good experiences… If I need something quick, I go and deal with a 
pharmacist. It's very quick and easy.” (Interview 13) 
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In addition, the participant of this study valued the effort that pharmacists made to assist them in 
saving money on their medications: 
“…They [community pharmacists] give you the medicines, for example, like that 
medicine is $300, we can't afford it…. They assist you to good [price] medicine. And if 
you can't afford that, they can assist you for, like, same medicine but like less, lower cost. 
Or they give you half of the medicine.” (Interview 1) 
Sub-theme: Effective Communication 
The literature revealed that  effective communication is particularly significant in the provision 
of pharmacy services because it can optimize the chance that the patient will make an informed 
decision, enhance the use of drugs properly by patients and ensure optimal therapeutic 
outcomes.430,431 Hargie et al.432 exposed some important skills for effective communication, 
including building rapport, clarifying, questioning, listening carefully, suggesting/counseling, 
confidence, revealing personal information, and persuasion. Considering the exposed skills, it is 
more likely to remark that many were emerged during the interviews and were deemed to be 
crucial for effective communication with the pharmacist. Most Black and Arab interviewees 
indicated that they were interested in knowing about and discussing medication directions, side 
effects, medication-food interactions, and medication-medication interactions. The study 
participants also would like to be kept current on generic and brand names medication uses, how 
they work, as well as medication prices. One participant said the following statement: 
“…it was a question about the difference between a generic and, commercialized type of 
allergy pills, and I think I also asked about Advil… I also asked about like the difference 
between the gel ones and just like really light kinds of questions. I guess also dosage for 
an Advil or something like that.” (Interview 4) 
Pharmacists are required to provide appropriate, clear, and relevant information to patients about 
their medications and conditions. Some participants of this study valued open honest 
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communication from a pharmacist and relied on the pharmacist to use simple language and clear 
verbal communication: 
“Well, you know, pharmacists have a certain kind of education--which is more focused 
on pharmacists and it is more technical, so I like the idea of simplifying things. So, when 
the pharmacists try to simplify terms, names, conditions, symptoms, whatever you want to 
discuss with them, so you consult with them and they try to simplify it for you, and this is 
where I had basically all my experience. I would say I never had an issue in 
understanding or breaking down things, because pharmacists try to speak in your, like, to 
go to your level.” (Interview 25) 
Other participant reported that community pharmacists answer their questions, which made them 
satisfied with the pharmacy services: 
“I feel comfortable to ask him [community pharmacist] any question, I never had any 
problem with the people who are working in the pharmacy, always positive, always get 
my questions answered.” (Interview 22) 
Finally, several study participants positively experienced other services provided by community 
pharmacies such as home-delivery of prescriptions, being able to order prescriptions by phone or 
online, and using technology. 
Theme Four: Communication Barriers  
Another theme that arose from this study was inadequate communication between community 
pharmacists and the Black and Arab individuals. Flores et al.433 reported that poor 
communication between patient and pharmacist carries potential adverse clinical outcomes. The 
participants of this study identified several barriers that prevented them from communicating 
effectively with the community pharmacists. 
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Sub-theme: Lack of Communication Skills 
It is well known that interpersonal communication skills are significant for community 
pharmacists. Tietze434 reported that poor communication between pharmacists and patients may 
lead to an incorrect patient medication history and improper therapeutic decisions; may bring 
patient confusion, unconcern, and medication nonadherence; and may lead to patients’ 
disappointment with the health care system. In this study, some study participants indicated that 
their community pharmacists had poor commutation skills, which made them dissatisfied with 
the pharmacist services: 
“Unfortunately, some people have bad communication. When you have bad 
communication, you cannot talk with animals, not just for pharmacist for anything you 
want to do in Canada, it's all about the communication. But, what the pharmacist, 
because it's your medicine, and it's really crucial for you to know how your medicine 
work, so you have to ask more questions, especially if you [are] using more than one 
medicine. Like for me, I use multiple medicines. So, I need to know how this medicine 
works very well. Therefore, I have to ask more questions.” (Interview 21) 
Another participant said the following statement: 
“…But she [a pharmacist] told us, yeah this [filling a prescription] will take 20 minutes, 
will you sit down? And we sat down, waiting, waiting, waiting, until we felt, should go 
ask why she's making us wait…. She should have communicated that, in a proper way. 
She didn't let me know there was missing information until I asked, why did, because I've 
not waited that long for a drug. So, I felt, why did that, why do I have to wait this long?” 
(Interview 2) 
Poor listening was also connected with the community pharmacists as reported by a few study 
participants. One participant said that his community pharmacists did not listen to him carefully: 
“So, you might have some difficulty in communication. If you have a question you have to 
repeat it again and again… The only thing made them [community pharmacists] not 
having good communication.” (Interview 24) 
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Additionally, some participants were confused about the differences between brand and generic 
names. They described a lack of communication when pharmacist switched or altered 
medications. Therefore, participants expressed a desire for them or their physicians to be 
consulted first before filling their prescription. 
“She [community pharmacist] changed the medicine without telling me, you know? I was 
disappointed.” (Interview 10) 
Sub-theme: Failure by Community Pharmacist to Answer Some Questions or Entertain More 
Questions  
The majority of the participants indicated that in general, the community pharmacists did not 
give them a chance to ask some questions about their conditions and/or medications. When asked 
why they thought community pharmacists behaved in this way, the Black and Arab participants 
stated that they suspected the community pharmacists feared the workload being bombarded by 
intrusive patients if they were generous in answering questions: 
“I feel like it's a bit embarrassing and also that they [pharmacists] don't have time; that I 
should be asking in a hurry and I'm not able to communicate that well of what my 
concern is, and I've kind of done my own, like, research and so I'm like, getting it out 
there; they're kind of busy.” (Interview 5) 
Patients with insufficient literacy and/or health literacy skills are the most likely to have 
problems in understanding proper medication use.435 Other participants described how a 
pharmacist left her without providing enough information about her medications  
“They [pharmacist] only give you your medications and leave you with not enough 
information about how to use your medication or other important information that 
related to it.” (Interview 4) 
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Sub-theme: Pharmacist’ Indifference, and Lack of Attention 
Pharmacists who did not pay enough attention to the patients (or the public in general), were 
described as indifferent or inattentive. The participants perceived this as a kind of nonchalance or 
lack of motivation to listen carefully, as well as a lack of willingness to assist: 
“I have been waiting 15 min to tell me that we don't have it[medication], or we 
[pharmacists] cannot give it to you, right? Most of the time, you stand there and you 
make sure you make some noise, so they know that you are there. And you wave, right. 
And then they come to you. So, it's good if like, "Hey I already saw you, I'm coming here. 
Just wait for me a minute. Give me a minute," right? This greeting, the initial greeting. It 
will save you lots of thoughts, right.” (Interview 14) 
Sub-theme: Rudeness and Disrespectful 
Pharmacist attitudes and behaviors were key communication issues that arose from many Black 
and Arab participants. Almost all Black and Arab participant agreed that persons’ mannerisms 
played a significant role in developing rapport and good relationship. The attitudes and behaviors 
were felt to be more important for pharmacist than other HCPs: 
“The pharmacist is very important for the life for everybody…. He [pharmacist] working 
in a public place and he met a different nation of people. Different color, different 
language, different tongue. And he has to be equal with anybody. He is facing a hundred 
different faces from people. Different manners-Different language. You [pharmacist] 
have to be patient. You have to be a public person before you be a pharmacist or before 
you be a doctor. You have to know.” (Interview 26) 
Several participants described community pharmacists’ disrespectful behavior or perceived lack 
of compassion: 
“I met one of the pharmacists she was very angry, I am not sure why. Maybe her attitude 
like that and she was in a very tough way and rude way. She was talking to me. She said 
like, "What do you want? Yeah, this is the shelf, there is nothing we can do," and 
something like that. She was disrespectful. It was an upsetting situation for me.” 
(Interview 14) 
Showing discomfort talking with a patient was mentioned by some participants: 
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“I have seen some pharmacists showing discomfort when I conduct this kind of 
conversation [When I’m asking about my medications and conditions] with them.” 
(Interview 23) 
Participants also recounted examples of rudeness and lack of respectful discourse. For instance, 
one participant reported how the community pharmacist refused to counsel him about the 
directions for the use of medications: 
“I think two-and-a-half years ago- I went to a pharmacy to the University of Waterloo. 
And I give the pharmacist my prescriptions. So, he gave it to me… And then I learned 
from Canada that He [pharmacist] should tell me exactly how I can use those 
medications. And I ask him, and he said, “Do you speak English?” I said, “Yes, I speak 
English.” He said, "You couldn't read?" I said, "Yeah, I can read. But I think you should 
tell me." He said, “No. I shouldn't. I got really intimidated. And I really got shocked. And 
I really had a very bad feeling, to be honest.” (Interview 6) 
Sub-themes: Racial Discrimination  
The majority of Black and Arab participants stated no personal experiences or observations of 
discrimination in pharmacist services. Even some participants who reported negative experiences 
in pharmacist services did not believe that these were associated with racial discrimination. In 
addition, when asked if they felt that their race or ethnicity had an effect on how they were 
treated at the pharmacy, most of the study participants said, “No.” One participant explained that 
Canada is a multicultural society and he often communicated with community pharmacists from 
different backgrounds: 
“I think in Canada, honestly, I think it's very popular to have people from different ethnic 
groups, people from different backgrounds and still working together.” (Interview 25) 
However, A few participants said that some community pharmacist discriminated against them 
on the basis of their race, ethnicity, language accent, and religion. One participant shared the 
following: 
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“Yes, I feel that [her race or ethnicity had an effect on how I was treated at the 
pharmacy] because they [pharmacist] sometimes ignored me and made me wait for a 
long time even there was nobody there [at the pharmacy]. I do not know if that because 
I’m an Arab person, but what else could make him did something like that… Another 
example, I was talking to a pharmacist, but she did not respond to my questions. I was 
wondering why she did not answer my questions and I do not think because my language 
because she totally ignored me and did not say “could you repeat your question because 
I did not understand your question.” (Interview 18) 
According to Oxford University’s Equality and Diversity Unit,436 not making eye contact or 
avoiding speaking directly to individuals are examples of racism. In this study, one participant 
also perceived community pharmacist’s lack of eye contact as a sign of racism and 
discrimination: 
“No eye contacts. She [pharmacist] was very firm looking at me like a threat and I was 
actually disappointed… I know for sure she was maybe a racist because of my color, skin 
color or something like that.” (Interview 14) 
Another participant said that community pharmacists treated people differently based on their 
appearance, race, gender, or other demographic characteristics: 
“There are some of them [community pharmacists]; they are not good with a customer. 
Why? Because the personality for the skin, for language, for even where you come from. 
Right? …Clearly, they are racists…. They [community pharmacists] deal with you as 
unhuman being and even they don't focus on anyone like the White man or white woman 
check in- They leave you and they talk with them-Because they respect as the language 
and they are Canadian more than you. Because it's White and you are Black, or you are 
brown. I saw a couple of pharmacists had been changed from there [pharmacies] 
because they're acting as the racist people… I thought maybe they act with me just 
because I am Muslim and at the same time Black. And Black and Muslim.” (Interview 2) 
One participant reported that community pharmacists treated him differently compared to white 
individuals because they were afraid of white people making a complaint or taking legal action: 
“They [pharmacists] approach other people based on what they concept them in mind. 
So. [look at] my face for a second, he- said, "That person, he will not go on to file a 
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claim." "And I don't feel comfortable with him. And I have to be tough with him." And I 
think he decided based on that. And really, he started, uh, approaching me very badly.” 
[Interview 6] 
One participant recalled how a community pharmacist mistreated his friend’s wife because of her 
religious background: 
“I remember one of my friends, and he has his wife ...She's Muslim, and she's wearing 
hijab. She went to the pharmacy, and I would say that they mistreated her. Why? I don't 
know. Although she speaks English fluently, So I don't - So I don't think there is any 
language barrier. Maybe because of her religion, or the hijab, I don't know.” (Interview 
24) 
Response to Discrimination and Misbehavior 
The Black and Arab participants reported feeling hurt, saddened, and confused regarding 
pharmacist’s rude and discriminatory behavior. They mentioned a range of responses to 
perceived discrimination. Although many participants acknowledged they felt a pharmacist’s 
misbehavior was likely to compromise the quality of services they received, they did not 
necessarily associate such behaviors with racial discrimination. They interpreted these negative 
experiences in two ways. A small number of participants perceived their experience as a result of 
racial prejudice by a pharmacist; however, the majority believed their experience as a result of 
the general attitude and communication of that pharmacist. One participant said she had 
repeatedly encountered behavior which she believed was “not really racism, but it’s just 
pharmacist were working in stressful conditions.” 
“I don't think so [pharmacist’ negative attitude because of my race]. I think it's the 
busyness of the pharmacy, and how it's run when you're there- they [pharmacists] are 
Super busy.” (Interview 20) 
Of the six study participants reporting a prejudiced incident, two believed the incident significant 
enough to file a complaint to a higher authority, including filing a formal complaint: 
124 
 
“I told them [pharmacists], “Now I need to talk with your boss. Where is your manager? 
Where is your supervisor?... When I talked to the boss, she called him in the office, and 
she talked to him. I don't know what she said. And she came by herself and she deals with 
me and she gave me my medicine.” (Interview 2) 
Other participants did not take any action in response to rudeness and discrimination remarked. 
They responded by changing their community pharmacies: 
“Actually, I left the pharmacy. I didn't actually hear anything [from pharmacist]. I went 
to another pharmacy.” (Interview 14) 
Some participants were surprised about their community pharmacist’s misbehavior since they 
believed Canada to be one of the most multicultural societies: 
“I didn't make any complaint no contact I was just surprised by I shocked by her 
[pharmacists] actually attitude to me, I said, "How? We are in Canada, you know." Why-
why her attitude like that.” (Interview 14) 
Many Black and Arab participants also mentioned ways in which they felt “self-advocacy” was 
necessary in the Canadian system: 
“…But you have to learn something here, in Canada, we are multicultural so if you 
something, if you feel this guy is not really a collaboration, I learned something, you have 
to take it personally. I used to take everything personally. What's wrong with this guy, 
why he's treating me so bad. So, I get angry.” (Interview21) 
Another participant added that patients in Canada had every right to ask about their medications 
and their questions should be answered: 
“I learned that over time that here in Canada, I have the right to ask and they 
[pharmacists] have to explain it. Yeah. Because- because it's my responsibility” 
(Interview 6) 
One participant reported that community pharmacists tried to treat him with respect just because 
they feared legal repercussions if they did not:  
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“In Canada, the good thing, the law is very strong on anybody. People, they're acting 
bad to the people, but they're worried about the law. They're scared to lose their job, to 
lose their, anything… And they scared from witness…” (Interview 26) 
Sub-theme: Lack of Professional Knowledge  
As reported before, adequate professional knowledge is essential to enhance patient/client for 
utilizing pharmacist services. A very small number of participants indicated that the poor 
community lack of pharmacist’s knowledge to answer drug- and the disease-related question 
made them lose the trust not only in the pharmacists but also in the entire pharmacy: 
I’m not sure if I can generalize this [the knowledge of pharmacist] or not, but, I just did 
not trust the pharmacy at all- the entire pharmacy.” (Interview 23) 
Sub-theme: Language and Accent Barriers 
A review of the literature discloses consistent and substantial differences in patients' 
understanding of their diseases and adherence to the treatment plan when a language barrier is 
present. Results from these studies are in agreement with general research on provider-patient 
communication, which discoveries that communication is a key factor in patient compliance with 
the treatment.437-439 Limited English proficiency can be a possible reason for the lack of 
understanding with the information provided by the pharmacist. Presence of an accent can be 
other possible reasons for ineffective communication between pharmacists, and many of the 
study participants. One participant made the following statement: 
“When you are speaking a language, and they don't understand. Like when you are 
communicating, you think you are communicating but they, there is a lot of walls, they 
are saying something that's like- you are talking about different things.” (Interview 2) 
Additionally, some participants had difficulties to get, understand, and act upon uncomplicated 
health information as a result of its complex language and design. One participant felt that 
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community pharmacists spoke with them ambiguously and they did not ask if he understood or 
not: 
“They [community pharmacists] speak the English language. They don't care, what 
language you speak. How much you understand. You know what I mean? And they do not 
ask you if you understand them or not?” (Interview 4) 
Other participants were concerned that non-English speakers and newcomers, who would then 
not be able to follow the community pharmacist’s instruction about their medications and 
conditions: 
“If you a new person come in Canada who doesn't have the language and he's [you are] 
sick, you'd be like, you know, like I said, like hesitate to ask pharmacy [community 
pharmacist], what do you like? what is it? what do you call, what happened to him or 
what kind of medicine does he take? Cause that person doesn't know how to communicate 
the doctor, right?” (Interview 1) 
Sub-theme: Patient/Client-Pharmacist Race and Ethnicity Accordance 
Research has discovered that patients/clients in racial and ethnic concordant relationships are 
more likely to utilize necessary health services, are less likely to delay seeking care, and report a 
larger volume of use of health services.303,440 Patients/clients in racial concordant patient/client–
health provider relationships also state better satisfaction440, and improved patient/client–health 
provider communication.22,59 When asked if it would make a difference in their interaction if the 
community pharmacist who served them was Black or Arab, the majority said it would not: 
“It doesn't [having Black or Arab pharmacist] matter as long as I have what I want. I 
have no problem.” (Interview 14) 
Another participant added that having a pharmacist of the same race/ethnicity did not mean that 
she would receive better services: 
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“It doesn't make [having a Black or an Arab pharmacist] any different for me. Because 
there is ... Black pharmacist, also acts in the bad way with the people. And there is Arab 
pharmacist act in the bad way.” (Interview 2) 
One participant stated that she did not know if it would make a difference because she had never 
seen a Black pharmacist at her community pharmacy; however, she said she would be more 
comfortable if she had a Black pharmacist working at her local pharmacy: 
“I feel more comfortable but that does not mean that I would get a better experience with either 
female or Black, that I would get with a male of a different race. It doesn't mean that I am, it's 
just the way I feel, but the service I will get might differ. It might be a bad experience; it might be 
a good experience.” (Interview 8) 
Other participants affirmed that racial/ ethnic similarities improved patient-pharmacist 
interaction by contributing to a community pharmacist’s ability to be more helpful and 
empathetic:  
“Personally, doesn't make any difference for me, but I noticed that they [Arab pharmacist] care 
more when they are dealing with Arabs… They make sure that you're okay, that you need 
anything ...They will check, they care more. If it's from the same ethnicity.” (Interview 24) 
Rogers et al.441 reported that people are more comfortable working within their own cultural 
frameworks because they know and appreciate its rules and symbols. Many study participants 
felt that seeing a community pharmacist who spoke their language and shared their culture was 
valuable to their self-confidence and the quality of care they received. One participant felt a 
shared background and language promoted good communication and mutual understanding: 
“I think having an Arab pharmacist makes me more comfortable because we use the 
same language and we have the same culture. I also can ask any question and they can 
easily understand me but not only me, I believe other people feel the same way. I mean 
having someone speak with you in your native language make you more comfortable” 
(Interview 7) 
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Religion continues to be a significant element in the lives of many patients. One participant 
found a community pharmacist who shared his religion was personally supportive: 
“I prefer to be a Muslim [community pharmacist]. It doesn't matter. Black, White, red, it 
doesn't matter. I prefer it to be a Muslim. Because he will know, and he will see Allah 
before he sees you. But even if he's Arab, or Black.” (Interview 26) 
Sub-theme: Systemic issues 
In this sub-theme, some systemic issues were mentioned by the study participants, all of which 
were concerns for patients and the public in general, and not solely challenges for Black and 
Arab individuals. These concerns included lack of time to effectively communicate with the 
community pharmacists and workload of the pharmacists, lack of prescriptive authority, and lack 
of confidentiality and privacy. One participant felt that community pharmacists did not have time 
to communicate with her: 
“I always feel like they don't have the time to talk, like ... They- they're always like very, 
very busy.” (Interview19) 
Another participant reported that community pharmacists did not give him enough time to 
discuss and ask about his conditions and treatment: 
“What I do feel though is a lot of times that they're [community pharmacists] rushing 
through it because they're that busy. So, they give information like I said, when you're 
when it's asked, but because they're trying to get to the next person, they don't really 
spend that time with you.” (Interview 20) 
Community pharmacists’ busyness caused many study participants to use the internet for medical 
information rather than asking community pharmacists: 
“I feel like it's a bit embarrassing and also that they [community pharmacists] don't have 
time; that I should be asking in a hurry and I'm not able to communicate that well of my- 
what my concern is, and I've kind of done my own, like, research and so I'm like getting it 
out there; they're kind of busy.” (Interview19) 
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Several participants reported that the extreme workload made it difficult for community 
pharmacists to communicate effectively with their patients: 
“I'm not really happy with a service it's because they're [pharmacists] busy; they're up to 
their ears with, I don't know, prescriptions or something, and they're not really interested 
in like, meeting the service that I'm requesting right now, like asking a question. It's like, 
this pharmacist is doing a million other things, she's not really interested in doing this 
[answering questions] right now. It's not because of me; it's because she's busy. That's 
what I see it, that's how I see it.” (Interview 19) 
It is worth mentioning that some participants reported that community pharmacists were always 
required to work under time pressure, frequent interruptions, and stressful environments, all of 
which increased the risk of behaving rudely: 
“I learn how to just calm down, not take it so personally. Maybe he busy, maybe he had a 
bad day, maybe he's had a fight with the wife, you don't know. So, if you are not 
comfortable with the one pharmacist, you can just find another one. Easy.” (Interview 
21) 
Many of the Black and Arab’s interviewed indicated that pharmacist services were hindered by 
their inability to prescribe and lack of authority regarding treatment. one participant said that the 
community pharmacists had nothing to do with him as they had limited ability to prescribe 
medications. As a result, he preferred to contact a physician in the case of any drug-related 
question or problem rather than going to a pharmacy: 
“I don't [go to a pharmacy], because I know they're not going to give me the answer. 
Because it's better to get it off a doctor.” (Interview 25) 
Lastly, Abraham et al.442 mentioned that a private meeting area in a pharmacy would allow for 
much greater interaction with the patient in a relaxed environment, unlike the busy counter. The 
Black and Arab participants reported their concerns about confidentiality and lack of privacy at 
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the pharmacy counter as barriers to interacting effectively with the community pharmacists and 
use their services. One participant indicated lack of privacy hindered his ability to speak freely: 
“Because it's [the communication between pharmacist and me] more in a public setting- 
It's kind of different from a family doctor you could say that you got to ask questions in 
public that you may not want to answer in public. So, I guess its kind of you to know you 
get shy around… It would be better for more private stuff. If you're asking for Advil or 
something else, then no. But- [ if I have a sensitive topic that I’d like to discuss with the 
pharmacists].” (Interview13)  
131 
 
CHAPTER FIVE 
DISCUSSION 
5.1 Quantitative Discussion 
5.1.1 Summary of Main Results and Comparison with Existing Literature  
This study provided the first study to report the frequency and patterning of implicit and explicit 
bias/ethnic among community pharmacists, adding to the small pool of similar studies assessing 
health providers’ bias toward racial and ethnic minorities.14,16,74,185,443,444 
5.1.1.1 The Existence of Implicit and Explicit Racial/ Ethnic Bias Among Ontario Community 
Pharmacists 
The primary objective of this study was to determine whether Ontario community pharmacists 
hold a negative bias against Black and Arab individuals. The results from the Race and Arab 
IATs showed that the majority of community pharmacists had significantly moderate to strong 
preference toward white individuals over Black and Arab individuals. These results align with 
international studies that find implicit bias favoring white individuals over Black individuals 
among HCPs.14,16,17,74,444 More importantly, however, was the new finding of substantial implicit 
bias against Arabs, a target group that has been neglected in the health research on race and 
ethnicity bias.  
The average mean Race and Arab D scores of implicit bias observed in this sample (M = 0.41; 
SD =0.41) and (M = 0.35; SD = 0.41), respectively, was higher than what has been observed in 
the Project Implicit public site in 2016, which has documented a mean of Race and Arab/Muslim 
IAT scores (N = 583989; M = 0.28; SD = 0.47) and (N = 62347; M = 0.01; SD = 0.44), 
respectively.445,446 However, it is unclear why community pharmacists in the current study 
showed moderate to stronger implicit racial bias than in the Project Implicit site. It could be due 
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to factors such as the area in which these community pharmacists’ practice, or their lack of 
experience interacting with Black and Arab individuals. Given the small sample size of 
community pharmacists in the current study, one must proceed with caution in drawing 
conclusions about whether community pharmacists, in general, show more or less implicit bias 
than other populations. Regardless of the reason for the difference in D scores between the 
general population and community pharmacists, the quantitative findings found a substantial 
implicit bias held by community pharmacists against Black and Arab people, and this study is the 
first to document these implicit biases.  
Although it is common practice to concentrate on the central tendencies of a group, it is 
significant not to lose sight of the differences among individuals. In this study, approximately 
15.2% of the community pharmacists showed no implicit bias when considering Black 
individuals, and 16.5% showed no implicit bias when considering Arabs. These percentages 
were not insubstantial, and they suggested a somewhat different approach to the issue of health 
disparities. That is, instead of concentrating on what biased community pharmacists might be 
doing wrong, it might be more valuable to consider what this select group of community 
pharmacists is doing right. Do they have a technique that lets them work more successfully with 
Black and Arab individuals? Do Black and Arab individuals seek out these community 
pharmacists as a means to work within a system that otherwise seems biased? What lets these 
community pharmacists have attitudes that are both implicitly and explicitly equal? Can this 
attitude be taught to other HCPs? 
Overall, most pharmacists did not report explicit bias in both preference and warmth scales. This 
is consistent with attitudes observed in studies of HCPs.14,61,173,443 However, the findings show 
that positive explicit bias toward whites still exists among pharmacists. As discussed in the 
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literature review, explicit behaviors can often be unreliable when individuals are asked to report 
on socially sensitive topics. Thus, the negative explicit behaviors expressed by pharmacists 
completing this study demonstrate that having a discriminatory attitude toward minorities is not 
disapproved by society. Therefore, this study suggests that more needs to be done to bring 
awareness of negative opinions or stereotypes associated with racial and ethnic minorities. 
5.1.1.2 Association Between Demographic Variables and IATs Scores  
There appeared to be some relationship between pharmacist characteristics (age, racial/ethnic 
background, place of birth, practice location, years as a pharmacist, and years as a licensed 
pharmacist) and the level of implicit bias. These findings seem to be consistent with other 
research that found that sociodemographic characteristics of HCPs are correlated with implicit 
bias.13,14,44,62,380,443  
This study found that older community pharmacists aged 40 years or older had a stronger 
positive implicit bias toward whites than younger community pharmacists. Sabin et al.61 found a 
significant positive relationship between health provider age and implicit bias toward whites. 
There are several explanations of why older individuals tend to be more racially biased than 
younger individuals. One study demonstrated that aging corresponds with a stronger bias among 
older people because they have a reduced ability to inhibit biased associations that come to mind 
automatically.447 Another explanation for age differences in bias and prejudice is that younger 
people grew up in a less tolerant era. According to this, people’s knowledge and evaluation of 
racial/ethnic groups are shaped by the historical period in which they grew up. Because Black 
individuals were portrayed more negatively in the past, older individuals should have stronger 
racial/ethnic biased associations than younger individuals.448-450 However, Gonsalkorale and 
colleagues447 reported that older individuals seem to be prone to replying prejudicially, not 
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because they have more biased associations than younger individuals, but because they struggle 
more to suppress the associations that they make.  
This study also found a difference in the strength of Arab IAT scores by place of birth. Foreign-
born community pharmacists had less implicit bias compared to native community pharmacists. 
Sarrasin et al.451 stated that perceiving national superiority may play a higher role in generating 
negative attitudes among natives. Kolbe and Crepaz452 demonstrated that participants with an immigrant 
background may have had themselves or their families in mind as a reference point when responding to 
questions about preferences toward certain social groups.  
In Race IAT, only Black pharmacists had a preference toward Black individuals over white individuals. 
However, they demonstrated the strongest preference toward white individuals over Arab individuals 
compared to any other racial and ethnic groups, as assessed in Arab IAT. In a study by Haider et al., 
Black medical students had mean D scores, suggesting slight to no implicit preference in the 
Race IAT.13 Contrary to expectations, West Asian and Arab pharmacists had a preference toward 
whites over Arabs. There are several possible explanations for why individuals judge other 
members of the in-group negatively. Clark and Clark160 reported that although individuals have a 
general tendency to show in-group preference, there are some cases in which this does not 
happen. One situation in which in-group preference is unlikely is when the members of the in-
group are clearly inferior to other groups in a significant dimension. For instance, members of 
low-status groups show less in-group preference than members of high-status groups and may 
even display out-group preference, in which they admit that other groups are much better than 
they are. Another possible explanation for this is known as the Black sheep effect. In this case, a 
member of one’s own group acts and behaves in a method that threatens the good image and 
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identity of the in-group.453 Overall, white pharmacists had greater preference toward whites, as 
assessed in both Race and Arab IAT. 
Surprisingly, pharmacists with professional experience hold more pro-white bias than 
pharmacists with little professional experience. My results are in contrast with the findings of a 
study conducted by Peris et al.,454 which showed a positive implicit attitude among physicians 
toward patients with mental illness, which was significantly affected by the level of professional 
health training. This result can be explained by the fact that the effects of bias become more 
pronounced as HCPs progress through their health care training and careers.74 
5.1.1.3 Correlation Between Implicit and Explicit Bias 
The current study found that Race and Arab IAT scores and explicit measures were significantly 
positively related, which is inconsistent with several studies that have shown that these measures 
are not related. 13,14,171 However, the community pharmacists’ self-reported level of bias toward 
Arab and Black individuals was lower than their actual bias as assessed in the IATs. Scores on 
the explicit measure fell largely near the midpoint, meaning that participants felt they had neutral 
or equal feelings toward white and Black (or Arab) individuals. These results propose that 
relying on explicit measures alone is insufficient because people may not be aware of their own 
bias, and for individuals who wish to appear equitable, social desirability may impact reporting. 
Dovidio et al.39 noted that relying only on explicit measures provides information about how 
individuals believe they should feel but may still be in opposition to their behavior. As the data 
from the domain of racial and ethnic bias show, implicit bias may predict prejudiced behaviors 
more effectively than self-reporting. 
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Furthermore, this discrepancy validated the theory about the difference between implicit and 
explicit measures of bias. People were more likely to explicitly state lower levels of bias for two 
reasons:  
(a) They may have wished to appear unbiased by reporting levels that were perceived as socially 
desirable, or (b) They may have been unable to identify a significant level of bias because they 
were unaware that biases existed.455 
5.1.2 Strengths and Limitations of the Study 
To my best knowledge, this is the first quantitative study to measure community pharmacists’ 
explicit and implicit racial/ethnic bias. Furthermore, the participation rate was higher than for 
most previous health care provider research on implicit bias. Finally, I created new Arab and 
Black bias IATs using a standard IAT method design, which has the potential to benefit future 
research. However, a number of important limitations need to be considered. First, a cross-
sectional design was used. Although cross-sectional designs are valuable in determining the 
prevalence of a condition within a given group, it was unknown whether pharmacists’ 
racial/ethnic bias increased, decreased, or remained static over their practice experience. 
Therefore, longitudinal evidence would be needed to assess change over time.456 A second 
limitation was the use of convenience sampling. Although convenience sampling may be highly 
achievable and effective, it can lead to the underrepresentation or overrepresentation of groups 
within a study sample, as well as high levels of sampling error. Therefore, it is difficult to assess 
whether bias findings for pharmacist population are representative of the population of interest, 
which raises inquiries about the generalizability of the outcomes. Therefore, Offredy and 
Vickers376 reported that a random sampling technique would increase generalizability. A small 
and limited diverse study sample was a third limitation because it did allow for comparisons of 
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implicit and explicit bias between demographic characteristics. Therefore, it is important to 
recruit a larger number of pharmacists than we were able to recruit in this study. Larger sample 
size would have provided more critical data regarding the relationship between IAT scores and 
demographic characteristics. In addition, statistical analysis results would have had more power 
with larger sample size. A fourth limitation was the measurement of implicit bias. This study 
used the IAT to measure implicit bias. While the IAT has exhibited good internal consistency, 
the instruments’ test-retest reliability has been criticized. The relatively low test-retest reliability 
of the IAT raises doubts about whether the IAT measures stable implicit attitudes or if other non-
attitudinal factors impact performance.74 A final limitation was the attrition rate as study 
participants completed each study tool. One suggestion would be to amend the instructions to 
include a phrase requesting that participants complete all three sections of the study 
(demographic questions, two IATs, and explicit measures). 
5.1.3 Areas for Future Research 
This research provides several directions for future research. Despite the study’s limitations, my 
findings highlight the need for more research on the existence of implicit bias among 
pharmacists toward members of certain social groups and the impact of such bias on patient 
outcomes and well-being. It is also important to link more patients/clients to each pharmacist in 
the sample, with each pharmacist being linked to both white and Black/Arab patients so that the 
interactions between pharmacists’ bias and patient race can be tested. This could be 
accomplished by first enrolling pharmacists, then prospectively recruiting a minimum number of 
individuals after they have received services from those enrolled pharmacists. Future studies 
should also explore differences in Black and Arab individuals’ perceptions of pharmacists who 
exhibit higher or lower levels of implicit bias. Are there specific actions, behaviors, or statements 
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made in the community pharmacy setting by pharmacists with higher or lower levels of implicit 
bias? Implicit bias appears to be a significant target for further research in health care; however, 
methodological limitations need to be addressed in future research to more completely and 
accurately understand how implicit bias influences care and services in a community pharmacy.  
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5.2 Qualitative Discussion 
5.2.1 Summary of Main Findings and Comparison with Existing Literature  
The purpose of this study was to understand Black and Arab participants’ opinions, beliefs, 
perceptions, and attitudes toward community pharmacists’ services in the Kitchener-Waterloo 
region. In addition, this qualitative study has discovered factors that can both simplify and hinder 
effective communication between pharmacists and Black/ Arab individuals in the community a 
pharmacy setting. The factor that is assisting effective communication between pharmacist and 
Black/Arab participants is good interaction which entails pharmacists treating patients/client with 
warmth, sympathy, and respect. In contrast, factors that prevent pharmacist-patient/client 
communication include lack of good communication skills, failure by community pharmacist to 
answer some questions or entertain more questions from Black and Arab individuals, language 
and accent barriers, pharmacist’ indifference, and lack of attention, rudeness and disrespectful, 
and racial discrimination. Furthermore, the study has also revealed that how participants 
responded to racial discrimination and misbehavior, the importance of pharmacist-patient/client 
race-concordance, and systematic issues. 
5.2.1.1 Patient/Client Use of a Community Pharmacy Services 
This study has shown that the majority of the Black and Arab participants in the study visited the 
community pharmacy at least once a month. This clearly proves the accessibility and high rate of 
use of community pharmacies by Arab and Black individuals. Furthermore, frequency visiting a 
pharmacy and seeking advice from pharmacists means that participants trust in services provided 
by a pharmacist. These findings seem to be correlated well with the frequency of community 
pharmacy visits cited in research carried out in the United Kingdom, Malta, Qatar and Bosnia 
and Herzegovina.423,457-459  
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As has been reported, in different parts of the world, the reasons why study participants choose a 
pharmacy have remained remarkably consistent over a decade of research. Pharmacy location, 
pharmacist knowledge, and good relationships with a pharmacist were the primary determinants 
in pharmacy selection in this study.423,458,460-462 However, a study conducted in the US 
demonstrated the provision of pharmacy care was the major influential factor among patients 
followed by personal attention from pharmacists.463 Knowledge of these factors can be helpful in 
pharmacy marketing and in advancing the implementation of full pharmacy care services in 
Canada. The findings also show that friendly pharmacist and good relationship with pharmacist 
are key factors of patient/client loyalty to a particular pharmacy. These results agree with the 
findings of other studies,464,465 which found that customers’ loyalty to a single pharmacy depends 
on pharmacists’ skills, knowledge and their respectful communication with patient/client. 
The main reasons study participants visited a community pharmacy were to purchase prescribed 
medications, over-the-counter medications, and para-pharmaceutical products (e.g., sunscreens, 
hair and skin care, baby care products). Similar reasons for visiting a community pharmacy are 
described and published in the literature review.423,458,466,467 In addition, a significant number of 
participants visited a community pharmacy for advice and consultation. This finding is in 
agreement with a study conducted by pharmaceutical firm Sanofi which showed that Nearly two-
thirds (65%) of survey participants indicated they chose to visit a pharmacist rather than a 
general practitioner for seeking advice pharmacist on minor ailments and getting general health 
information at least some of the time.468 
It is important to mention that most Black and Arab participants desired communication skills, 
professional knowledge, honesty and competence, and understanding of patients/clients’ as 
personal qualities of community pharmacists. These results are consistent with those of other 
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studies and suggest that communication skills are central skills that pharmacists should 
have.423,469 Whether interacting with patients/clients or communicating with other HCPs, 
pharmacists use their communication skills every day.470 Furthermore, a pharmacist should have 
enough medication knowledge and judgment and should be willing to address patients/clients’ 
needs and concerns. 
5.2.1.2 Patient/Client Cognizance of Pharmacist Services 
Overall, the impression gained from the findings of the study interviews was that participants 
had high expectations and positive attitudes toward community pharmacists’ services, which 
confirmed earlier studies from different countries.213,423,425,458,467 In a systematic review 
conducted by Anderson et al.231 found consumer usage of community pharmacies expressed a 
high level of satisfaction, and they were more interested in the availability of further information 
and advice from a pharmacist. Moreover, the majority of the study participants were familiar 
with the different roles and responsibilities of the community pharmacists. This finding is in 
agreement with Deborah et al.64 findings, which found that patients demonstrated a good 
awareness of pharmacist roles and responsibilities in dispensing and counseling the patient about 
medications. 
Regarding advice related to minor diseases, even Black and Arab participants showed trust in 
community pharmacists. Findings from an earlier study carried out in the UK demonstrated that 
people consider the community pharmacy as the most appropriate place for the treatment of 
minor health conditions.471 In contrast to the previous studies.233,245,246,254 My findings showed 
most of the study participants indicated that the community pharmacists were the first HCPs they 
would consult about medication-related issues, primarily because they had more knowledge 
about medications than other HCPs. 
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Nevertheless, for some study participants, there was no apparent acknowledgment of 
understanding of the potential role of the pharmacist as a member of the health care team. Low 
patients’ awareness of pharmacist roles and services was a common finding in several 
studies.233,237,240,241,469 Therefore, the considerable lack of awareness of pharmacist services and 
roles suggests that more could be done to improve the pharmacy setting as an attractive place for 
health‐care delivery. With regard to promotional approaches, patients and general public in a 
Canadian study perceived word of mouth from pharmacy personnel as the most efficient way.472 
Furthermore, the public needs to be educated about the pharmacist’s ability to provide 
informational and patient care services in order to decrease the workload of other health care 
providers and demand for hospital emergency visits.473 
Some participants reported being unable to identify the community pharmacists in their 
workplace. Youmans et al.58 suggested that community pharmacists should wear visible 
identification badges and orally introduce themselves to patients on a regular basis. Bawazir467 
added that community pharmacists should wear a white coat. Doing so is more likely to reflect 
professional images and emphasis on professional status. 
5.2.1.3 Good Pharmacist- Patient/Client Interaction and Communication 
The study identified pharmacists’ good attitude and behavior by some HCPs in community 
pharmacies as one of the effective factors in the pharmacist-patient/client interaction. Several 
Black and Arab participants identifying specific pharmacists who treated them respectfully 
provided sufficient information and established rapport. Furthermore, this study has 
demonstrated that Black and Arab individuals who had good interactions at community 
pharmacies appreciated the pharmacist’s services and were satisfied. They were even determined 
to visit the same community pharmacy for pharmacist services. Murad and colleagues474 reported 
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two provider-patient interaction models, which vary by the level of patient engagement. The first 
model concentrates on the treatment of the illness with little attention given to the role of 
psychological or social effect. In the second model, the patient works with the pharmacist to 
optimize results of drug treatment. Therefore, the second model should be the focus for the 
pharmacist–patient relationship and is vital for humanized health care in a community pharmacy 
setting.  
Additionally, my findings identify effective communication, trust, and respect as vital factors in 
the quality of pharmacist services for patients/clients. In research involving other health care 
professionals, interpersonal care procedures have been studied to understand differences in care 
better. In this context, good communication skills, respect, honesty, professionalism, 
understanding patients concerns, and participation in decision-making processes have been 
shown to be significant elements of health care quality and positive results.475-478 There are many 
similarities from these findings to the patient-pharmacist interaction; however further study is 
necessary to document these interactions in the pharmacy care setting. 
5.2.1.4 Communication Barriers 
Communication barriers cause insufficient interaction between pharmacists and patients and 
might cause treatment failure. The findings of this study showed that lack of communication 
skills, failure by community pharmacists to take questions from patient/client, lack of attention, 
rudeness and disrespectful, racial discrimination, and language barriers are the major barriers 
between pharmacist and patients/clients for achieving effective communication at a community 
pharmacy. Wado et al.479 found that patients with poor communication skills filed a complaint 
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that their drug was not able to enhance their disease more frequently than patients with good 
communication skills.  
“lack of communication skills” between pharmacist and patient/client was the sub-theme referred 
to more frequently by the participants in this study. Generally speaking, Black and Arab 
individuals felt they received inadequate information about therapy from their pharmacists, 
mainly about drugs and their purpose. Some participants felt poor communication about drug and 
side effects may lead to negative health outcomes. Other Black and Arab participants described a 
lack of communication when pharmacists switched or altered medications. Therefore, 
pharmacists need proper training and education to advance appropriate communication skills, 
especially those involved in providing services to minority people.480 Furthermore, some 
participants indicated that some community pharmacists had bad behavior and poorly 
communicated with them. Those Black and Arab participants described their lack of desire to use 
that community pharmacists again in the future. This finding is consistent with what has been 
found in the previous study that indicates that good provider-patient interaction is the foundation 
for patient satisfaction. The more patients/clients are satisfied, the more likely they will use 
health care services in the future, follow drug instructions, and adhere to all treatment 
regimens.481 
Failure to answer Black and Arab participants’ questions was also observed. Some participants 
reported that they sometimes failed to hold information from the community pharmacist due to 
low health literacy. Unfortunately, they reported that when they attempted to ask questions to 
improve their understandings about what was being discussed to them, some community 
pharmacists did not give them the chance to ask questions or seek an explanation. This inability 
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to effectively communicate broadens the information gap. It is significant for HCPs, including a 
pharmacist, to exercise empathy and provide information to all patients/clients regardless of their 
level of education or health knowledge. The findings of the current study are consistent with 
those of Ross-Kerr et al.482, who disclosed that the knowledge gap between HCPs and patients 
was one of the obstacles in accessing health care services. To address this, community 
pharmacists should attempt to enhance patients’ understanding of their own health requirements 
because there is a direct association between understanding and patient compliance. Training on 
how community pharmacists ought to communicate with all patients could help to address this 
problem.483,484 In addition, it is the responsibility of the community pharmacists to offer patients 
clear and concise methods to understand information about their medications. Therefore, 
communication by HCPs has to be intended for the average or low health literate individual to 
understand and must be put in plain language.483 
Another interesting finding in this study is that some pharmacists in community pharmacies 
disrespect Black and Arab participants by talking to them rudely, shouting at them, and ignoring 
them. This finding is in line with previous studies in Canada and other countries which found 
that some health care professionals are impolite, rude and shout at patients, which accordingly 
discourages patients from using health services at health facilities where skilled HCPs can assist 
them.485-488 Such behavior is inadmissible; could result in serious complications. Previous 
research found a link between disrespectful behavior toward patients and adverse events, medical 
issues, compromises in patient safety, and even patient death.487,488 Even though all study 
participants in this study appreciated the need for a Black and Arab individual to access 
pharmacist services at a community pharmacy, some participants reported that they would 
146 
 
consider seeking assistance online or from other HCPs if they thought that a pharmacist was 
busy or would not treat them with respect and dignity.489  
When asked if the study participants had experienced discrimination or felt that they were treated 
differently on the basis of their race or ethnicity, the majority said “no”: However, few 
experiences of racial and ethnic discrimination were identified. Some participants felt that their 
skin color affected their experience. They perceived negative behavior or less attention from 
pharmacists. Some participants felt that racism had not influenced their health care but 
acknowledged the probability of it influencing other people. This result echoes previous studies 
showing that discrimination because one’s demographic characteristics contributed to health care 
disparities. 490-492 To modify the current status, there is an urgent necessity to remove any form of 
discrimination by community pharmacists so that they are able to communicate with their 
minority patients effectively. Frequent, supportive supervision of community pharmacists and 
offerings of refresher courses on communication skills could also greatly assist community 
pharmacist-patient communication.493 Nunez-smith et al.494 also suggest that developing a health 
care work environment that effectively supports diversity is as significant as employing diversity 
across the workforce. Creating productive methods to discuss race/ethnicity and race/ethnicity 
relations among co-workers in the pace of work is a crucial step towards generating a supportive 
environment for personnel and patients from all backgrounds. 
Struggles with defining and interpreting behaviors as discrimination was also apparent among 
the study participants, some of whom stated reluctance to report unequivocally that they had 
experienced discrimination. The majority of this study’s participants expressed willingness to 
attribute their negative experience with community pharmacists at least in part to systemic issues 
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such as pharmacist’s busyness, workload and lack of time. This study produced results which 
corroborate the findings of a great deal of the previous work in the nursing field. A qualitative 
study conducted by McCabe,495 found that all participants attributed the nurses’ poor 
communication skills to them being “too busy.” Another study reported that primary care 
physicians who were tasked with a heavier workload were linked to poor quality of 
communication with patients.496 
Another barrier that mentioned by Black and Arab was lack of pharmacist’s professional 
knowledge. Awad et al469 Found that half of the survey respondents disagreed that the 
pharmacist was educated enough and always prepared to answer their queries. A possible 
explanation for this result maybe they had negative experiences in getting such information from 
pharmacists or may not know that the pharmacists are able to answer their medication-related 
questions. Therefore, Ontario’s pharmacists should educate the public on their ability to provide 
medication informational services and should attempt to have better incorporation in Ontario’s 
health care system. 
This study has also exposed that limited linguistic proficiency is a huge barrier that inhibits 
pharmacist-patient communication. This is in accordance with the findings of a study that was 
conducted in Canada which found that one of the problems influencing health care provider-
patient communication.497 Higginbottom et al. reported that498 a failure to address linguistic 
barriers can lead to misunderstandings; insufficient understanding of diagnoses and treatment; 
dissatisfaction with care; avoidable disease and death; differences in prescriptions. This issue 
might be hard to overcome since Canada is home to a diverse population. However, one study 
argued that using languages other than English could exacerbate regionalism and ethnic loyalties 
at the expense of national cohesion.499 Where a community pharmacist does not speak the same 
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language as a patient/client, an interpreter and translator should be hired to bridge the 
communication gap. Several studies found that that professional interpreters positively impact 
non-English speaking patients' satisfaction, quality of care, and outcomes.500,501 In the United 
States, the right to language access for non-English speaking patients has been created through a 
range of national and state-level legislation.502 Thomas503 suggested that translation is not just 
essential for the patient-health provider communication, but for all oral and written forms of 
communication in health care locations, including websites. 
Studies with HCPs propose that patients, who have a race-concordant doctor are more satisfied 
with their interactions and report more participatory dialogue.22,155 Cooper et al. found that Race-
concordant visits are longer and characterized by more patient, positive affect.155 While trust was 
an important aspect in our study, most Black and Arab participants reported that having a Black 
or Arab pharmacist would make no difference in the care they have received at the pharmacy. 
These findings match those observed in Youmans et al. qualitative study.58 Only a small minority 
of Black participants currently had any experience with a Black community pharmacist. It is 
likely that efforts to diversify the health care workforce could improve patient-pharmacist 
interactions for minority patients. Cooper et al.155 said that increasing racial and ethnic diversity 
among HCPs may be the most direct approach to improve health care experiences for members 
of racial and ethnic minority groups. 
It is significant to acknowledge, as did several Black and Arab participants, that some 
community pharmacists may not themselves be discriminating against minority patients, but 
rather functioning as part of a system that may construct discriminatory barriers to communicate 
effectively with pharmacists and use their services. One such barrier is a shortage of community 
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pharmacists time with patients, which can lead to additional stress and work pressure that may 
impact a pharmacist’s behavior. Several studies draw similar conclusions, stating that health care 
providers are more likely to fall back on stereotypes and implicit bias behaviors when they are 
tired and under stressful working conditions. They added that HCPs are often required to interact 
with patients and take decisions under the pressure of time, frequent interruptions, workload 
stress, and exhaustion working, all of which increase the risk counting on cognitive shortcuts, 
including racial/ethnic bias.74,504-506 
Several study participants indicated other systematic issues such as lack of authority to prescribe 
medications as a barrier to use pharmacist services. Gidman and Cowley428 found that a major 
concern amongst study patients was the inadequate nature of community pharmacy service 
provision. Particularly, the inability to prescribe medications, which made many of them 
expressed a strong preference for physician consultation. Several studies found that community 
pharmacists’ ability to prescribe medications would create opportunities for people to improve 
using pharmacist services. In addition, potential benefits of expanded pharmacist prescribing 
have included: enhancement of patient care, enhanced access to the drug, optimization of the 
drug management and better resource utilization.507-510  
Lastly, the lack of privacy and confidentiality in pharmacy is another barrier that prevented some 
participants from the consulting community pharmacists about their drug or disease-related 
questions. This finding underlines the significance of the community pharmacy having systems 
in place to make sure that patient/client information is protected and kept confidential. Another 
idea that could help patients feel secure would be for community pharmacies to have places 
where private discussions between patients and pharmacists could take place.  
150 
 
5.2.2 Strengths and Limitations of the Study 
To my best knowledge, this is the first Canadian study to examine Black and Arab individuals’ 
experiences with pharmacist services through a qualitative assessment. An important strength of 
the current study is that even though talking about negative events showed to be a hard and 
sensitive topic, Black and Arab participants were willing to share painful, friendly, and personal 
experiences with me. The study participants obviously felt safe to share their experiences with 
me, and this has generated a rich set of data. Furthermore, there are many strengths attributed to 
the methodological rigor of the research. Through the use of semi-structured interviews, I 
provided a sample of 27 Black and Arab individuals with the opportunity to reflect on their 
interactions with community pharmacists. The one-on-one interviews were conducted face-to-
face in a comfortable location chosen by the participants with no time constraints, so the study 
participants were free to share as much information as they wanted. In general, the external 
auditor agreed with the themes and sub-themes found by the researcher and drew the same 
general conclusions. 
As with other qualitative approaches, a descriptive qualitative approach is documented as having 
some limitations, such as the ability to generalize the results, the researcher’s bias, and time 
limitations. Although the findings reported in this research provide a rich explanation of the 
experiences of Black and Arab individuals in Ontario, they may not be generalizable to a broader 
population of Black and Arab individuals.  
Of the 27 Black and Arab individuals who participated, 20 were male and this may limit 
transferability of findings to the broader population as females are underrepresented. A possible 
explanation for recruiting low number of female participants is that there are social constraints 
that limit their interaction with a male interviewer. A sample size of 27 may seem low, but in 
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qualitative design, the focus is on the value and richness of information gathered from 
participants394 and that endeavor is not associated with the number of participants. It was also not 
possible to expand the study beyond southern Ontario due to financial and time constraints.  
Another limitation that could influence this study is researcher bias. Although strong actions 
were taken to avoid confusing the data gathering and analysis, it is likely that some feature of the 
experiences of the researcher interrelated with the research procedure. Because I am an Arab and 
I hold opinions on this topic, it may be challenging to obscure certain biases and beliefs about 
this subject. Geographically, the study participants are from a metropolitan area in Ontario and 
their perceptions of pharmacists would likely vary from Black and Arab individuals living in 
rural areas. Furthermore, themes identified in this exploratory study should be confirmed in 
subsequent larger studies.  
5.2.3 Future Considerations 
A larger, pan-Canadian study is required to determine whether similar results would be seen 
across Canada. Furthermore, comparing information from Black and Arab individuals and 
community pharmacists in order to completely understand all sides of this complicated situation 
would have strengthened the findings. There is, therefore, a need to conduct another study that 
includes data from both patients and community pharmacists. Finally, since this study only 
focused on Black and Arab individuals, there is a need to conduct a large-scale research study 
involving all visible minority individual experiences with pharmacist services. 
5.2.4 Concluding Comment  
This research examined the experiences of Black and Arab individuals with pharmacists’ 
experiences in southern Ontario. Little research has focused on Black and Arab individuals 
experience using community pharmacy services and their interactions with pharmacists. The 
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qualitative descriptive methodology reinforces this study. Four major themes formed the basis of 
the outcomes reported, from which 16 sub-themes emerged. The participants described their 
views, beliefs, perceptions, and attitudes about community pharmacist roles and pharmacy 
services; and explored their experiences of communicating with pharmacists. 
Generally speaking, the participants indicated that they had positive perceptions of community 
pharmacists. They expressed high confidence and trust in community pharmacists and moderate 
expectations about their roles. The views on current community pharmacist services were 
positive. It is significant to point out that there is an apparent need to raise general population 
awareness about the knowledge, expertise, and role of community pharmacists, and to create 
areas with more privacy to promote pharmacist-patient communication.  
Additionally, this study has identified some of the challenges affecting interpersonal 
communication between community pharmacists and Black and Arab individuals in Ontario. It 
is, therefore, significant for the community pharmacists to ensure that they are effectively 
communicating with Black and Arab individuals. Community pharmacists need to improve their 
communication skills in order to encourage as many Black and Arab individuals as possible to 
seek pharmacist services at a community pharmacy. 
In this study, there were no experiences of direct and obvious racial and ethnic discrimination in 
the community pharmacy setting. However, few Black and Arab participants perceived negative 
behavior of pharmacist and pharmacy staff as the cause of racial prejudice. These negative 
experiences and observations suggest, that if present, racism may impact the way patients are 
communicated with by pharmacists. The type of discrimination seemed to be subtle, mainly 
revolving around the pharmacist attitude and communication. 
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Finally, it is hoped that community pharmacists will be motivated to promote more productive 
interactions with their patients. This is particularly critical when considering the sustainable 
development goals and Canadian health system efforts to reduce health care disparities among 
visible minorities. 
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CHAPTER SIX 
GENERAL DISCUSSION, IMPLICATIONS, RECOMMENDATIONS AND 
CONCLUSION 
6.1 General Discussion 
This research has a unique value for the study of health care disparities because it conducted 
multi-method research combining both quantitative and qualitative methods. In a 2017 
systematic review of implicit bias in health care professionals, FitzGerald and Hurst444 found that 
the most convincing studies were those combining an IAT study and a method to measure the 
quality of treatment and patient-provider interaction in the actual world. Therefore, this research 
attempted to answer two research questions. First, is there evidence of bias among community 
pharmacists against Black and Arab individuals? Second, is there a relationship between such 
bias among community pharmacists and Black and Arab individuals’ perception of pharmacist 
services and their interactions with pharmacists?  
The quantitative results found evidence of moderate to substantial levels of bias against Black 
and Arab individuals among community pharmacists. They were more likely to associate Black 
and Arab individuals with negative words, compared with white individuals. Based on previous 
studies, community pharmacist obvious biases to a similar degree as other HCPs and the general 
population. In the qualitative findings, some Black and Arab individuals interviewed reported 
that they had experienced racial discrimination when interacting with community pharmacists. 
Additionally, the qualitative data document several types of interpersonal and systematic 
discrimination encountered by Black and Arab individuals. The findings observed in both studies 
mirror those of previous studies that have examined the association between providers’ implicit 
bias and patients’ perception of and interaction with health providers, treatment decisions, and 
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patient satisfaction. These studies11,44,45,45,63,172,173 discovered a significant relationship between a 
high level of implicit bias among health care professionals against minority patients in IAT 
scores and interaction that was negatively related by minority patients. However, the lack of 
identifying pharmacist information and the unavailability of primary pharmacy/pharmacist 
services utilized by Black and Arab individuals limit the ability to establish a causal relationship 
between my qualitative and quantitative studies. Therefore, it would be essential to conduct 
experimental research on whether implicit bias is a causal factor in Black and Arab individuals’ 
outcomes. Is there a difference in Black and Arab individuals’ perceptions of pharmacists who 
exhibit higher or lower levels of implicit bias? Are there specific actions, behaviors, or 
statements made in community pharmacy settings by pharmacists with higher or lower levels of 
implicit bias? 
6.2 Research Implications  
This research reveals that Ontario community pharmacists hold a significant implicit bias against 
Black and Arab individuals. This may be eye-opening or even disturbing to community 
pharmacists, who may claim to have a favorable explicit preference for Black and Arab 
individuals. The implications of this research can best be recognized from participation. These 
implications are compliance with law, the concept of justice, and inclusion.  
Compliance with Law. Community pharmacists must strive to produce and foster an 
environment in which the human rights, independence, dignity, and diversity of all patients are 
respected and to prevent bias and discrimination when dealing with minority individuals.511 Such 
bias and discrimination could lead to expensive legal action against pharmacists and their 
workplaces. Awareness of implicit bias toward Black and Arab individuals will allow 
community pharmacists to be more open to the needs of all patients, including Black and Arab 
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individuals. The degree of bias revealed in this research sheds light on the critical need for 
community pharmacists to focus carefully on treating all patients from different backgrounds in 
order to avoid potential legal issues.  
The Concept of Justice. The outcomes of the examination of implicit and explicit bias present 
new challenges for community pharmacists who hold fairness and inclusivity to be core values. 
The Ontario Human Rights Code (the “Code”)511 recognizes the dignity and worth of all people 
in Ontario. The Code provides for “equal rights and opportunities, and freedom from 
discrimination. It applies to the areas of employment, housing, facilities and services (including 
education, health care, etc.), contracts, and membership in unions, trade or professional 
associations.” This statement is an extreme order to avoid discrimination against any individual 
based on race, ethnicity, disability, religion, family status, sex, or gender identity. A majority of 
Ontario community pharmacists may overtly support the values expressed by the Code and yet 
implicitly work against it. The explicitly held ideal of a large environment in community 
pharmacy services may well be undermined by implicitly held biases. The prevention of bias and 
discrimination is crucial; however, it is only one piece of the overall problem. Open naming and 
discussion of bias and discrimination may well present a way toward more thoughtful and 
meaningful inclusion beyond mere compliance with the commandment, beyond queries of 
fairness. 
Inclusion. Stigma is the consequence of making evaluations and holding beliefs about different 
groups and its members, and also minimizing the individual within those differences. Because 
community pharmacists hold biases against Black and Arab individuals, this group is 
stigmatized, set aside, and treated unfairly. This bias against Black and Arab individuals is not 
based on a sensibly considered reality, but rather upon unconscious or covert beliefs developed 
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early in life. Together with the general population, community pharmacists inherit the same 
broad cultural values and ideas from others. Community pharmacists may covertly imagine all 
patients who look “normal” are qualified to use community pharmacist services. However, 
because Black and Arab individuals look different from “normal” individuals, they may be 
stigmatized. Pharmacy students and practicing pharmacists with different racial and ethnic 
backgrounds add to the diversity, which is important in health care services, including pharmacy 
services, because greater diversity leads to a complete mirroring of the patient/client populations 
served. Furthermore, a push for more diversity among students pursuing pharmacy education, 
including Black and Arab individuals, forces community pharmacists to rethink their principles. 
The implicitly held bias revealed in this research points to chances denied and gifts and skills 
unutilized as a result of bias and discrimination. Community pharmacists must become aware of 
their implicit biases against Black and Arab individuals before any change can take place.512 
6.3 Research Recommendations  
According to a 2017 Abacus Data national survey,513 community pharmacists are the most 
respected professionals in Canada. They are also the most accessible HCPs in many underserved 
areas across the country and are regularly the first point of contact of most Canadian individuals 
with the health care system. This study is expected to contribute to the body of knowledge 
related to community pharmacists’ behavior and health care disparities among certain social 
groups. It is an important step in furthering our understanding of how pharmacists’ implicit and 
explicit biases affect their interaction with Black and Arab individuals. Bringing awareness to a 
person’s biases will likely help reduce discrimination.514 Therefore, this research suggests that 
programs that address an individual’s attitudes toward Black and Arab individuals be held within 
organizations. Greenwald and Banaji297 suggest that if an individual is aware of their bias, this 
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bias may be expected and therefore, action might be taken to avoid it. This research also found 
that community pharmacists showed significant negative bias on both implicit and explicit 
measures against Black and Arab individuals, relative to white individuals. As several studies 
suggested, interventions directed at HCPs may be particularly productive if they address the 
subtle, often unintentional, basis of racial/ethnic bias. More precisely, research recommends that 
making HCPs aware of how implicit bias can influence the consequences of health encounters 
and sensitizing them to their potential for bias can help them “correct” for potential bias in the 
short term298,302,515,516 and encourage them to engage in a self-regulatory process that can prevent 
even indirect expression of bias in the longer term.87 For instance, a computer program such as 
the IAT could allow individuals to see if they hold a negative implicit bias against minority 
individuals. This awareness would make people conscious of their implicit bias, which could 
help prevent further discriminatory behavior toward Black and Arab individuals. Cooper and her 
colleagues44,87 added intervention strategies to help HCPs develop cultural sensitivity, patient-
centered communication, and partnership building in the patient-health care provider 
relationship. This will allow health care providers to decrease their reliance on social groups 
when clinically irrelevant. Interventions are an effective education method and have been shown 
to help change individuals’ behavior. However, this is a short-term outcome.517 To create the 
maximum effect, multiple intervention programs are required.518 Furthermore, this result 
highlights the importance of using both implicit and explicit bias measures when investigating 
health providers’ biases toward minorities. In contrast to the 2003 IOM report on “Unequal 
Treatment,” many HCPs argued that explicit bias is relatively rare among individuals who select 
a career in health care.2,518 Therefore, interventions for overt bias are often used to educate HCPs 
and health care decision-makers about their biases and the effects of their discrimination.87 
159 
 
Finally, there is an apparent need to raise general population awareness about the knowledge, 
expertise, and role of community pharmacists. 
6.4 Conclusion  
Community pharmacists, like everyone else, have varying attitudes toward members of 
racial/ethnic minorities. However, community pharmacists differ from others in terms of their 
professional role and code of conduct. My research showed clearly that negative bias exists 
toward Black and Arab, relative to white, individuals. The current study also found that 
community pharmacists’ explicit and implicit racial/ethnic bias may negatively impact their 
interactions with Black and Arab individuals. This finding supports the conclusion of the IOM 
that health provider’ biases may contribute to health care disparities.2 However, this research 
cannot and does not suggest that implicit bias among Ontario community pharmacists is the 
largest or most significant factor leading to disparities in health care among Black and Arab 
individuals. Interpersonal bias in health care services is only one indicator of racial and ethnic 
discrimination in our culture; nevertheless, HCPs can serve as significant advocates for social 
justice519 by encouraging open and honest discussions about the presence of bias in health care 
and upholding the complete removal of disparities in health care as a local, national, and 
worldwide priority. 
  
160 
 
REFERENCES 
1. Luther, K,M, Jr. Presentation at the second national convention of the medical committee for 
human rights, Chicago, https://muse.jhu.edu/article/686948. Updated 2018. Accessed May/12, 
2019. 
2. Smedley BD, Nelson AR, Stith AY. Unequal treatment: Confronting racial and ethnic 
disparities in health care. Washington, DC: National Academies Press; 2003. 
3. Hatch A. Blood sugar: Racial pharmacology and food justice in Black America. U of 
Minnesota Press; 2016. 
4. Penner LA, Hagiwara N. Racism and health. The Wiley Blackwell Encyclopedia of Health, 
Illness, Behavior, and Society. 2014:2037-2041. 
5. Penner LA, Dovidio JF. Racial color blindness and Black-white health care disparities. 2016. 
6. Hoyert DL, Xu J. National vital statistics reports. CDC. 2012; 21. 
7. Capers Q, Sharalaya Z. Racial disparities in cardiovascular care: A review of culprits and 
potential solutions. J. Racial Ethn. Health Disparities. 2014;1(3):171-180. 
8. Esnaola NF, Ford ME. Racial differences and disparities in cancer care and outcomes: 
Where’s the rub? Surg Oncol Clin n am. 2012;21(3):417-437. 
9. Rosenberg ES, Millett GA, Sullivan PS, Del Rio C, Curran JW. Understanding the HIV 
disparities between Black and white men who have sex with men in the USA using the HIV care 
continuum: A modelling study. The lancet HIV. 2014;1(3): e112-e118. 
10. Braveman P. Health inequalities by class and race in the US: What can we learn from the 
patterns? Soc Sci Med. 2012;74(5):665-667. 
11. Green AR, Carney DR, Pallin DJ, et al. Implicit bias among physicians and its prediction of 
thrombolysis decisions for Black and white patients. J. Gen. Intern. Med.. 2007;22(9):1231-
1238. 
12. Van Ryn M, Fu SS. Paved with good intentions: Do public health and human service 
providers contribute to racial/ethnic disparities in health? Am J Public Health. 2003;93(2):248-
255. 
161 
 
13. Haider AH, Sexton J, Sriram N, et al. Association of unconscious race and social class bias 
with vignette-based clinical assessments by medical students. JAMA. 2011;306(9):942-951. 
14. Haider AH, Schneider EB, Sriram N, et al. Unconscious race and class biases among 
registered nurses: Vignette-based study using implicit association testing. J Am Coll Surg. 
2015;220(6):1077-1086. e3. 
15. Haider AH, Schneider EB, Sriram N, et al. Unconscious race and class bias: Its association 
with decision making by trauma and acute care surgeons. J Trauma Acute Care Surg. 
2014;77(3):409-416. 
16. Hausmann LR, Myaskovsky L, Niyonkuru C, et al. Examining implicit bias of physicians 
who care for individuals with spinal cord injury: A pilot study and future directions. J Spinal 
Cord Med. 2015;38(1):102-110. 
17. Fitzsimmons K. The existence of implicit racial bias in nursing faculty. George Manuel and 
Dr.Cole Cheek Spartanburg Methodist College. 2014:179. 
18. Kopera M, Suszek H, Bonar E, et al. Evaluating explicit and implicit stigma of mental illness 
in mental health professionals and medical students. Community Ment Health J. 2014:1-7. 
19. Agency for Health care Research and Quality. National health care disparities report 2013. 
http://www.ahrq.gov/sites/default/files/publications/files/2013nhdr.pdf. Updated 2013. Accessed 
October/29, 2015. 
20. Ferris TG, Kuhlthau K, Ausiello J, Perrin J, Kahn R. Are minority children the last to benefit 
from a new technology? technology diffusion and inhaled corticosteroids for asthma. Med Care. 
2006;44(1):81-86. 
21. Nazroo JY. The structuring of ethnic inequalities in health: Economic position, racial 
discrimination, and racism. Am J Public Health. 2003;93(2):277-284. 
22. Saha S, Arbelaez JJ, Cooper LA. Patient-physician relationships and racial disparities in the 
quality of health care. Am J Public Health. 2003;93(10):1713-1719. 
23. Centers for Disease Control and Prevention (CDC). CDC health disparities and inequalities 
report—United States, 2013. Morb Mortal Weekly Rep. 2013; 62:1-186. 
162 
 
24. Allison JJ, Kiefe CI, Centor RM, Box JB, Farmer RM. Racial differences in the medical 
treatment of elderly Medicare patients with acute myocardial infarction. J. Gen. Intern. Med. 
1996;11(12):736-743. 
25. Penner L, Eggly S, Griggs J, Orom H, Underwood III W. Life-threatening disparities: The 
roles of ethnicity and social class in the treatment of cancer. J Soc Iss. 2012; 68:328-357. 
26. Street RL, Gordon H, Haidet P. Physicians’ communication and perceptions of patients: Is it 
how they look, how they talk, or is it just the doctor? Soc Sci Med. 2007;65(3):586-598. 
27. Johnson RL, Roter D, Powe NR, Cooper LA. Patient race/ethnicity and quality of patient-
physician communication during medical visits. Am J Public Health. 2004;94(12):2084-2090. 
28. Siminoff LA, Graham GC, Gordon NH. Cancer communication patterns and the influence of 
patient characteristics: Disparities in information-giving and affective behaviors. Patient Educ 
Couns. 2006;62(3):355-360. 
29. Doescher MP, Saver BG, Franks P, Fiscella K. Racial and ethnic disparities in perceptions of 
physician style and trust. 2000. 
30. Centers for Disease Control and Prevention (CDC). Factor that contribute to health dipartites 
in cancer. http://www.cdc.gov/cancer/healthdisparities/basic_info/challenges.htm. Updated 2014. 
Accessed September/ 18, 2015. 
31. Turner A. The business case for racial equity, a for growth. 
https://altarum.org/RacialEquity2018. Updated 2018. Accessed May/12, 2019. 
32. US Department of Health and Human Services. HHS action plan to reduce racial and ethnic 
health disparities: A nation free of disparities in health and health care. 2011. 
33. White AA, Chanoff D. Seeing patients: Unconscious bias in health care. Harvard University 
Press; 2011. 
34. Blair IV, Banaji MR. Automatic and controlled processes in stereotype priming. J Pers Soc 
Psychol. 1996;70(6):1142. 
35. Dovidio JF, Kawakami K, Gaertner SL. Implicit and explicit prejudice and interracial 
interaction. J Pers Soc Psychol. 2002;82(1):62. 
163 
 
36. Bobo L. Racial attitudes and relations at the close of the twentieth century. In America 
becoming: Racial trends and their consequences, edited by Neil Smelser, William Julius Wilson, 
and faith Mitchell. 2001. 
37. Fazio RH, Jackson JR, Dunton BC, Williams CJ. Variability in automatic activation as an 
unobtrusive measure of racial attitudes: A bona fide pipeline? J Pers Soc Psychol. 
1995;69(6):1013. 
38. Greenwald AG, Poehlman TA, Uhlmann EL, Banaji MR. Understanding and using the 
implicit association test: III. meta-analysis of predictive validity. J Pers Soc Psychol. 
2009;97(1):17. 
39. Dovidio JF, Kawakami K, Johnson C, Johnson B, Howard A. On the nature of prejudice: 
Automatic and controlled processes. J Exp Soc Psychol. 1997;33(5):510-540. 
40. Richeson JA, Shelton JN. Brief report: Thin slices of racial bias. J Nonverbal Behav. 
2005;29(1):75-86. 
41. Lane K, Banaji M, Nosek B, Greenwald A. Understanding and using the implicit association 
test: IV. what we know (so far) (pp. 59–102). Implicit measures of attitudes: Procedures and 
controversies. 2007:59-102. 
42. Greenwald AG, McGhee DE, Schwartz JL. Measuring individual differences in implicit 
cognition: The implicit association test. J Pers Soc Psychol. 1998;74(6):1464. 
43. McConnell AR, Leibold JM. Relations among the implicit association test, discriminatory 
behavior, and explicit measures of racial attitudes. J Exp Soc Psychol. 2001;37(5):435-442. 
44. Cooper LA, Roter DL, Carson KA, et al. The associations of clinicians’ implicit attitudes 
about race with medical visit communication and patient ratings of interpersonal care. Am J 
Public Health. 2012;102(5):979-987. 
45. Hagiwara N, Penner LA, Gonzalez R, et al. Racial attitudes, physician–patient talk time ratio, 
and adherence in racially discordant medical interactions. Soc Sci Med. 2013; 87:123-131. 
164 
 
46. Sabin JA, Greenwald AG. The influence of implicit bias on treatment recommendations for 4 
common pediatric conditions: Pain, urinary tract infection, attention deficit hyperactivity 
disorder, and asthma. Am J Public Health. 2012;102(5):988-995. 
47. Beach MC, Sugarman J, Johnson RL, Arbelaez JJ, Duggan PS, Cooper LA. Do patients 
treated with dignity report higher satisfaction, adherence, and receipt of preventive care? Ann 
Fam Med. 2005;3(4):331-338. 
48. Cooper LA, Beach MC, Johnson RL, Inui TS. Delving below the surface. J. Gen. Intern. 
Med. 2006;21(S1): S21-S27. 
49. Schneider J, Kaplan SH, Greenfield S, Li W, Wilson IB. Better physician‐patient 
relationships are associated with higher reported adherence to antiretroviral therapy in patients 
with HIV infection. J. Gen. Intern. Med.2004;19(11):1096-1103. 
50. Zolnierek KB, Dimatteo MR. Physician communication and patient adherence to treatment: 
A meta-analysis. Med Care. 2009;47(8):826-834. 
51. Westberg SM, Sorensen TD. Pharmacy-related health disparities experienced by non–
English-speaking patients: Impact of pharmaceutical care. Journal of the American Pharmacists 
Association. 2005;45(1):48-54. 
52. Smith M. Pharmacists' role in improving diabetes medication management. J Diabetes Sci 
Technol. 2009;3(1):175-179. 
53. Canadian Pharmacists Association. Pharmacy in Canada. http://www.pharmacists.ca/cpha-
ca/assets/File/pharmacy-in-Canada/Pharmacy%20in%20Canada.pdf. Updated 2016. Accessed 
May/20, 2019. 
54. Abacus Data. Pharmacists in Canada: A national survey of Canadians on their perceptions 
and attitudes towards pharmacists in Canada. http://www.pharmacists.ca/cpha-
ca/assets/File/news-events/PAM2015-Poll2.pdf. Updated 2015. Accessed May/20, 2019. 
55. Abacus Data. Pharmacists in Canada: A national survey of Canadians on their perceptions 
and attitudes towards pharmacists. https://www.pharmacists.ca/cpha-ca/assets/File/pharmacy-in-
Canada/CPhA_NationalReport_BRIEFING.pdf. Updated 2017. Accessed May/20, 2019. 
165 
 
56. Green CR, Ndao-Brumblay SK, West B, Washington T. Differences in prescription opioid 
analgesic availability: Comparing minority and white pharmacies across Michigan. J. Pain. 
2005;6(10):689-699. 
57. Morrison RS, Wallenstein S, Natale DK, Senzel RS, Huang L. “We don't carry that”—failure 
of pharmacies in predominantly nonwhite neighborhoods to stock opioid analgesics. N Engle J 
Med. 2000;342(14):1023-1026. 
58. Youmans SL, Schillinger D, Mamary E, Stewart A. Older African Americans’ perceptions of 
pharmacists. Ethnicity and Disease. 2007;17(2):284. 
59. Cooper-Patrick L, Gallo JJ, Gonzales JJ, et al. Race, gender, and partnership in the patient-
physician relationship. JAMA. 1999;282(6):583-589. 
60. Chapman EN, Kaatz A, Carnes M. Physicians and implicit bias: How doctors may 
unwittingly perpetuate health care disparities. J. Gen. Intern. Med. 2013;28(11):1504-1510. 
61. Sabin J, Nosek BA, Greenwald A, Rivara FP. Physicians' implicit and explicit attitudes about 
race by MD race, ethnicity, and gender. J Health Care Poor Underserved. 2009;20(3):896-913. 
62. White-Means S, Zhiyong D, Hufstader M, Brown LT. Cultural competency, race, and skin 
tone bias among pharmacy, nursing, and medical students: Implications for addressing health 
disparities. Med Care Res Rev. 2009;66(4):436-455. 
63. Penner LA, Dovidio JF, West TV, et al. Aversive racism and medical interactions with Black 
patients: A field study. J Exp Soc Psychol. 2010;46(2):436-440. 
64. Kelly DV, Young S, Phillips L, Clark D. Patient attitudes regarding the role of the 
pharmacist and interest in expanded pharmacist services. Can. Pharm. J. 2014;147(4):239-247. 
65. O’Donovan D, Byrne S, Sahm L. The role of pharmacists in control and management of type 
2 diabetes mellitus; a review of the literature. J Diabetol. 2011; 1:5-21. 
66. Olsson E, Tuyet L, Nguyen H, Lundborg CS. Health professionals' and consumers' views on 
the role of the pharmacy personnel and the pharmacy service in Hanoi, Vietnam–a qualitative 
study. J Clin Pharm Ther. 2002;27(4):273-280. 
166 
 
67. Fabb N. JH. Early Black Canadian history. 
http://www.k12studyCanada.org/files/EarlyBlackCanadianHistory.pdf. Updated 2003. Accessed 
November/ 25, 2015. 
68. Statistics Canada. Immigration and ethnocultural diversity highlight tables. 
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/hlt-
fst/imm/Table.cfm?Lang=E&T=41&Geo=00&SP=1&vismin=8&age=1&sex=1. Updated 2019. 
Accessed March/12, 2019. 
69. Hassouneh DM, Kulwicki A. Mental health, discrimination, and trauma in Arab Muslim 
women living in the US: A pilot study. Mental health, religion and culture. 2007;10(3):257-262. 
70. Lane KA, Banaji MR, Nosek BA, Greenwald AG, Wittenbrink B, Schwarz N. Implicit 
measures of attitudes. Understanding and Using the Implicit Association Test: IV. 2007:59-102. 
71. Fleras A, Elliot J. Unequal relations: An introduction to race, ethnic and aboriginal relations. 
2003. 
72. Merali N. Theoretical frameworks for studying female marriage migrants. Psychol Women Q. 
2008;32(3):281-289. 
73. Statistics Canada. Census profile, 2016. http://www12.statcan.ca/census-
recensement/2016/dp-
pd/prof/details/page.cfm?Lang=E&Geo1=PR&Code1=01&Geo2=PR&Code2=01&Data=Count
&SearchText=Canada&SearchType=Begins&SearchPR=01&B1=Visible%20minority&TABID
=1. Updated 2019. Accessed May/01, 2019. 
74. Hall WJ, Chapman MV, Lee KM, et al. Implicit racial/ethnic bias among health care 
professionals and its influence on health care outcomes: A systematic review. Am J Public 
Health. 2015;105(12): e60-e76. 
75. Blouin RA, Adams ML. The role of the pharmacist in health care: Expanding and evolving. 
N C Med J. 2017;78(3):165-167. 
76. Kaiser Family Foundation. Disparities in health and health care: Five key questions 
and Answers. http://kff.org/disparities-policy/issue-brief/disparities-in-health-and-health-care-
five-key-questions-and-answers/. Updated 2012. Accessed October/ 29, 2015. 
167 
 
77. Dovidio JF, Gaertner SL. Intergroup bias. Handbook of social psychology. 2010. 
78. Michael Brownstein. Implicit bias. http://plato.stanford.edu/entries/implicit-bias/. Updated 
2015. Accessed October/26, 2015. 
79. Statistics Canada. Immigration and ethnocultural diversity in Canada. 2013. 
80. Pendakur K. Visible minorities in Canada's workplaces: A perspective on the 2017 
projection. Vancouver Centre of Excellence; 2005. 
81. Parnell TA. Health literacy in nursing: Providing person-centered care. Springer Publishing 
Company; 2014. 
82. Khan M, Kobayashi K, Lee SM, Vang Z. (In) visible minorities in Canadian health data and 
research. Population Change and Life course Strategic Knowledge Cluster Discussion Paper 
Series. 2015;3(1):5. 
83. Williams DR, Collins C. US socioeconomic and racial differences in health: Patterns and 
explanations. Annual review of sociology. 1995:349-386. 
84. Baldwin DM. Disparities in health and health care: Focusing efforts to eliminate unequal 
burdens. OJIN. 2003;8(1):33-41. 
85. Carter-Pokras O, Baquet C. What is a "health disparity"? Public Health Rep. 
2002;117(5):426-434. 
86. McGuire TG, Alegria M, Cook BL, Wells KB, Zaslavsky AM. Implementing the institute of 
medicine definition of disparities: An application to mental health care. Health Serv Res. 
2006;41(5):1979-2005. 
87. Penner LA, Blair IV, Albrecht TL, Dovidio JF. Reducing racial health care disparities: A 
social psychological analysis. Policy insights from the behavioral and brain sciences. 
2014;1(1):204-212. 
88. Riley WJ. Health disparities: Gaps in access, quality and affordability of medical care. Trans 
Am Clin Climatol Assoc. 2012; 123:167-72; discussion 172-4. 
168 
 
89. Leonard S. Rubenstein . Racial disparities and health: PHR testimony to the congressional 
Black caucus” (18 March 2003). www.phrusa.org/research/ ethics/caucus_0303.html. Updated 
2003. Accessed June/12, 2015. 
90. Stone J. Race and health care disparities: Overcoming vulnerability. Theor Med Bioeth. 
2002;23(6):499-518. 
91. Robert Wood Johnson. Foundation how does the affordable care act address racial and ethnic 
disparities in health care? Issue Brief: Health Policy Snapshot. 2011. 
92. Agency for Health care Research and Quality. 2015 national health care quality and 
disparities report. 
https://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/nhqdr15/2015nhqdr.p
df. Updated 2016. Accessed May/20, 2019. 
93. Williams DR, Rucker TD. Understanding and addressing racial disparities in health care. 
Health Care Financ Rev. 2000;21(4):75-90. 
94. Petersen LA, Wright SM, Peterson ED, Daley J. Impact of race on cardiac care and outcomes 
in veterans with acute myocardial infarction. Med Care. 2002;40(1 Suppl): I86-96. 
95. Dallo FJ, Borrell LN. Self-reported diabetes and hypertension among Arab Americans in the 
united states. Ethnicity and Disease. 2006;16(3):699. 
96. Nassar-McMillan SC, Ajrouch KJ, Hakim-Larson J. Biopsychosocial perspectives on Arab 
Americans. 2014. 
97. National Center for Health Statistics (US). 2010. 
98. Marwick C, Mitka M. Debate revived on hepatitis B vaccine value. JAMA. 1999;282(1):15-
17. 
99. Kenny SJ, Aubert RE, Geiss LS. Prevalence and incidence of non-insulin-dependent 
diabetes. Diabetes in America. 1995; 2:47-67. 
100. King H, Rewers M. Global estimates for prevalence of diabetes mellitus and impaired 
glucose tolerance in adults. WHO ad hoc diabetes reporting group. Diabetes Care. 
1993;16(1):157-177. 
169 
 
101. Chartier KG, Vaeth PA, Caetano R. Focus on: Ethnicity and the social and health harms 
from drinking. Alcohol research: current reviews. 2013. 
102. Hales CM, Carroll MD, Fryar CD, Ogden CL. Prevalence of obesity among adults and 
youth: United states, 2015–2016. 2017. 
103. Wong MD, Shapiro MF, Boscardin WJ, Ettner SL. Contribution of major diseases to 
disparities in mortality. N Engl J Med. 2002;347(20):1585-1592. 
104. Mathews T, MacDorman MF, Thoma ME. Infant mortality statistics from the 2013 period 
linked birth/infant death data set. 2015. 
105. Baxter NN. Equal for whom? addressing disparities in the Canadian medical system must 
become a national priority. CMAJ. 2007;177(12):1522-1523. 
106. Government of Canada. Canada health act R.S.C, 1995, c.C-6. http://laws-
lois.justice.gc.ca/eng/acts/C-6/FullText.html. Updated 2015. Accessed October/26, 2015. 
107. Ball J, Kettner J, Lewis S, Frohlich K, Ross N, Swanson S. Reducing health disparities–
roles of the health sector: Discussion paper. Ottawa: Public Health Agency of Canada, Health 
Disparities Task Group of the Federal/Provincial/Territorial Advisory Committee on Population 
Health and Health Security. 2005. 
108. Qi V, Phillips SP, Hopman WM. Determinants of a healthy lifestyle and use of preventive 
screening in Canada. BMC Public Health. 2006; 6:275. 
109. Lofters A, Glazier RH, Agha MM, Creatore MI, Moineddin R. Inadequacy of cervical 
cancer screening among urban recent immigrants: A population-based study of physician and 
laboratory claims in Toronto, Canada. Prev Med. 2007;44(6):536-542. 
110. Yeates KE, Schaubel DE, Cass A, Sequist TD, Ayanian JZ. Access to renal transplantation 
for minority patients with ESRD in Canada. AJKD 2004;44(6):1083-1089. 
111. Hawker GA, Wright JG, Coyte PC, et al. Differences between men and women in the rate 
of use of hip and knee arthroplasty. N Engl J Med. 2000;342(14):1016-1022. 
112. Spurgeon D. Gender gap persists in treatment of Canadians after heart attack. BMJ. 
2007;334(7588):280. 
170 
 
113. Johnston GM, Boyd CJ, Joseph P, MacIntyre M. Variation in delivery of palliative 
radiotherapy to persons dying of cancer in nova scotia, 1994 to 1998. J Clin Oncol. 
2001;19(14):3323-3332. 
114. Luo Z, Wilkins R, Kramer M. Fetal and infant health study group of the Canadian perinatal 
surveillance system. effect of neighborhood income and maternal education on birth outcomes: 
A population-based study. CMAJ. 2006;174(10):1415-1420. 
115. Booth GL, Hux JE, Fang J, Chan BT. Time trends and geographic disparities in acute 
complications of diabetes in Ontario, Canada. Diabetes Care. 2005;28(5):1045-1050. 
116. Bridges FS, Kunselman JC. Premature mortality due to suicide, homicide, and motor 
vehicle accidents in health service delivery areas: Comparison of status Indians in British 
Columbia, Canada, with all other residents 1. Psychol Rep. 2005;97(3):739-749. 
117. Chenier N. Health policy in Canada. http://publications.gc.ca/Collection-
R/LoPBdP/CIR/934-e.htm. Updated 2002. Accessed May/20, 2019. 
118. Fowler RA, Sabur N, Li P, et al. Sex-and age-based differences in the delivery and 
outcomes of critical care. CMAJ. 2007;177(12):1513-1519. 
119. Hearth and Stroke Foundation of Canada. 2018 hearth report. 
https://www.heartandstroke.ca/-/media/pdf-files/Canada/2018-heart-month/hs_2018-heart-
report_en.ashx?la=en&hash=B7E7C6225111EB4AECEE7EE729BFC050E2643082. Updated 
2018. Accessed May/20, 2019. 
120. Statistics Canada. Seniors. https://www150.statcan.gc.ca/n1/pub/11-402-
x/2011000/chap/seniors-aines/seniors-aines-eng.htm. Updated 2018. Accessed May/20, 2019. 
121. Canadian Institute for Health Information. Seniors and the health care system: What is the 
impact of multiple chronic conditions? https://secure.cihi.ca/free_products/air-
chronic_disease_aib_en.pdf. Updated 2011. Accessed May/20, 2019. 
122. Statistics Canada. Health at a glance. https://www150.statcan.gc.ca/n1/pub/82-624-
x/2013001/article/11763-eng.htm#n12. Updated 2015. Accessed May/20, 2019. 
171 
 
123. Health. Pauktuutit-inuit women of Canada. http://www.pauktuutit.ca/health/. Updated 2012. 
Accessed May/20, 2019. 
124. Lear SA, Humphries KH, Hage-Moussa S, Chockalingam A, Mancini GJ. Immigration 
presents a potential increased risk for atherosclerosis. Atherosclerosis. 2009;205(2):584-589. 
125. Lane G, Farag M, White J, Nisbet C, Vatanparast H. Chronic health disparities among 
refugee and immigrant children in Canada. Applied Physiology, Nutrition, and Metabolism. 
2018;43(10):1043-1058. 
126. Social Determinants and Science Integration Directorate, Public Health Agency of Canada. 
Report summary - the direct economic burden of socioeconomic health inequalities in Canada: 
An analysis of health care costs by income level. Health Promot Chronic Dis Prev Can. 
2016;36(6):118-119. 
127. Clarke DE, Colantonio A, Rhodes AE, Escobar M. Ethnicity and mental health: 
Conceptualization, definition and operationalization of ethnicity from a Canadian context. 
Chronic Dis Can. 2008;28(4):128-147. 
128. Veenstra G. Racialized identity and health in Canada: Results from a nationally 
representative survey. Soc Sci Med. 2009;69(4):538-542. 
129. Ng E, Wilkins R, Gendron F, Berthelot J. Dynamics of immigrants' health: Evidence from 
Canada, 1994-95 to 2002-03. summary report. Canadian Studies in Population. 2005;32(1):131-
133. 
130. Hyman I. Racism as a determinant of immigrant health. Ottawa: Strategic Initiatives and 
Innovations Directorate of the Public Health Agency of Canada. 2009. 
131. Vang Z, Sigouin J, Flenon A, Gagnon A. The healthy immigrant effect in Canada: A 
systematic review. Population Change and Life course Strategic Knowledge Cluster Discussion 
Paper Series. 2015;3(1):4. 
132. Edge S, Newbold B. Discrimination and the health of immigrants and refugees: Exploring 
Canada’s evidence base and directions for future research in newcomer receiving countries. 
Journal of immigrant and minority health. 2013;15(1):141-148. 
172 
 
133. Varcoe C, Browne AJ, Wong S, Smye VL. Harms and benefits: Collecting ethnicity data in 
a clinical context. Soc Sci Med. 2009;68(9):1659-1666. 
134. Kobayashi KM, Prus S, Lin Z. Ethnic differences in self-rated and functional health: Does 
immigrant status matter? Ethnicity and Health. 2008;13(2):129-147. 
135. Institute of Medicine (US). Committee on Quality of Health Care in America. Crossing the 
quality chasm: A new health system for the 21st century. National Academy Press; 2001. 
136. Ihler E. Patient-physician communication. JAMA. 2003;289(1):92-92. 
137. Suarez-Almazor ME. Patient-physician communication. Curr Opin Rheumatol. 
2004;16(2):91-95. 
138. Canadian Medical Association. Putting patients first: Patient-centered collaborative care. 
Alberta, Canada. 2007:1-16. 
139. Kaplan SH, Greenfield S, Ware Jr JE. Assessing the effects of physician-patient interactions 
on the outcomes of chronic disease. Med Care. 1989;27(3): S110-S127. 
140. Gorski PA. Caring relationships: An investment in health? Public Health Rep. 2000;115(2-
3):144-150. 
141. Miller SM, Brody DS, Summerton J. Styles of coping with threat: Implications for health. J 
Pers Soc Psychol. 1988;54(1):142. 
142. Ciechanowski PS, Katon WJ, Russo JE, Walker EA. The patient-provider relationship: 
Attachment theory and adherence to treatment in diabetes. Am J Psychiatry. 2014. 
143. Piette JD. Satisfaction with care among patients with diabetes in two public health care 
systems. Med Care. 1999;37(6):538-546. 
144. Levinson W, Roter DL, Mullooly JP, Dull VT, Frankel RM. Physician-patient 
communication: The relationship with malpractice claims among primary care physicians and 
surgeons. JAMA. 1997;277(7):553-559. 
145. Sutcliffe KM, Lewton E, Rosenthal MM. Communication failures: An insidious contributor 
to medical mishaps. Academic Medicine. 2004;79(2):186-194. 
173 
 
146. Roter DL, Hall JA, Kern DE, Barker LR, Cole KA, Roca RP. Improving physicians' 
interviewing skills and reducing patients' emotional distress: A randomized clinical trial. Arch 
Intern Med. 1995;155(17):1877-1884. 
147. DiMatteo MR. Enhancing patient adherence to medical recommendations. JAMA. 
1994;271(1):79, 83. 
148. Safran DG, Taira DA, Rogers WH, Kosinski M, Ware JE, Tarlov AR. Linking primary care 
performance to outcomes of care. J Fam Pract. 1998;47(3):213-220. 
149. Wong S, Lee A. Communication skills and doctor patient relationship. Medical Bulletin. 
2006;11(3):7-9. 
150. Lewin S, Skea Z, Entwistle V, Zwarenstein M, Dick J. Interventions for providers to 
promote a patient-centered approach in clinical consultations. Cochrane Database Syst Rev. 
2001;4(10). 
151. Grembowski D, Paschane D, Diehr P, Katon W, Martin D, Patrick DL. Managed care, 
physician job satisfaction, and the quality of primary care. J. Gen. Intern. Med.2005;20(3):271-
277. 
152. Hickson GB, Clayton EW, Githens PB, Sloan FA. Factors that prompted families to file 
medical malpractice claims following perinatal injuries. JAMA. 1992;267(10):1359-1363. 
153. Boulware LE, Cooper LA, Ratner LE, LaVeist TA, Powe NR. Race and trust in the health 
care system. Public Health Rep. 2003;118(4):358-365. 
154. Gordon HS, Street RL,Jr, Sharf BF, Kelly PA, Souchek J. Racial differences in trust and 
lung cancer patients' perceptions of physician communication. J Clin Oncol. 2006;24(6):904-
909. 
155. Cooper LA, Roter DL, Johnson RL, Ford DE, Steinwachs DM, Powe NR. Patient-centered 
communication, ratings of care, and concordance of patient and physician race. Ann Intern Med. 
2003;139(11):907-915. 
156. Johnson RL, Roter D, Powe NR, Cooper LA. Patient race/ethnicity and quality of patient-
physician communication during medical visits. Am J Public Health. 2004;94(12):2084-2090. 
174 
 
157. Kressin NR, Clark JA, Whittle J, et al. Racial differences in health-related beliefs, attitudes, 
and experiences of VA cardiac patients: Scale development and application. Med Care. 
2002;40(1 Suppl): I72-85. 
158. LaVeist TA, Nickerson KJ, Bowie JV. Attitudes about racism, medical mistrust, and 
satisfaction with care among African American and white cardiac patients. Medical Care 
Research and Review. 2000;57(4 suppl):146-161. 
159. van Ryn M, Fu SS. Paved with good intentions: Do public health and human service 
providers contribute to racial/ethnic disparities in health? Am J Public Health. 2003;93(2):248-
255. 
160. Clark KB, Clark MP. Racial identification and preference in negro children. Bobbs-Merrill; 
1996. 
161. Nosek BA, Banaji MR, Greenwald AG. Harvesting implicit group attitudes and beliefs from 
a demonstration web site. Group Dynamics: Theory, Research, and Practice. 2002;6(1):101. 
162. Greenwald AG, Nosek BA, Banaji MR. " Understanding and using the implicit association 
test: I. an improved scoring algorithm": Correction to Gruenwald et al. (2003).. 2003. 
163. Nosek BA, Greenwald AG, Banaji MR. The implicit association test at age 7: A 
methodological and conceptual review. Automatic processes in social thinking and behavior. 
2007:265-292. 
164. Derlet RW, Richards JR, Kravitz RL. Frequent overcrowding in US emergency 
departments. Acad Emerg Med. 2001;8(2):151-155. 
165. Oliver MN, Wells KM, Joy-Gaba JA, Hawkins CB, Nosek BA. Do physicians' implicit 
views of African Americans affect clinical decision making? J Am Board Fam Med. 
2014;27(2):177-188. 
166. Safran DG, Montgomery JE, Chang H, Murphy J, Rogers WH. Switching doctors: 
Predictors of voluntary disenrollment from a primary physician's practice. J Fam Pract. 
2001;50(2):130-130. 
175 
 
167. Thom DH, Ribisl KM, Stewart AL, Luke DA, The Stanford Trust Study Physicians. Further 
validation and reliability testing of the trust in physician scale. Med Care. 1999:510-517. 
168. Ranganath KA, Nosek BA. Implicit attitude generalization occurs immediately; explicit 
attitude generalization takes time. Psychological Science. 2008;19(3):249-254. 
169. Epstein RA. Disparities and discrimination in health care coverage: A critique of the 
institute of medicine study. U Chicago Law & Economics, Olin Working Paper. 2004(208). 
170. von Hippel W, Brener L, von Hippel C. Implicit prejudice toward injecting drug users 
predicts intentions to change jobs among drug and alcohol nurses. Psychol Sci. 2008;19(1):7-11. 
171. Sabin JA, Rivara FP, Greenwald AG. Physician implicit attitudes and stereotypes about race 
and quality of medical care. Med Care. 2008;46(7):678-685. 
172. Blair IV, Steiner JF, Fairclough DL, et al. Clinicians' implicit ethnic/racial bias and 
perceptions of care among Black and Latino patients. Ann Fam Med. 2013;11(1):43-52. 
173. Blair IV, Havranek EP, Price DW, et al. Assessment of biases against Latinos and African 
Americans among primary care providers and community members. Am J Public Health. 
2013;103(1):92-98. 
174. Zestcott CA, Blair IV, Stone J. Examining the presence, consequences, and reduction of 
implicit bias in health care: A narrative review. Group Process Intergr Relat. 2016;19(4):528-
542. 
175. Blair IV, Steiner JF, Havranek EP. Unconscious (implicit) bias and health disparities: 
Where do we go from here? Perm J. 2011;15(2):71-78. 
176. Chapman KR, Tashkin DP, Pye DJ. Gender bias in the diagnosis of COPD. Chest Journal. 
2001;119(6):1691-1695. 
177. Schwartz MB, Chambliss HO, Brownell KD, Blair SN, Billington C. Weight bias among 
health professionals specializing in obesity. Obes Res. 2003;11(9):1033-1039. 
178. Borkhoff CM, Hawker GA, Kreder HJ, Glazier RH, Mahomed NN, Wright JG. The effect 
of patients' sex on physicians' recommendations for total knee arthroplasty. CMAJ. 
2008;178(6):681-687. 
176 
 
179. Madan AK, Aliabadi‐Wahle S, Beech DJ. Age bias: A cause of underutilization of breast 
conservation treatment. Journal of Cancer Education. 2001;16(1):29-32. 
180. Uncapher H, Areán PA. Physicians are less willing to treat suicidal ideation in older 
patients. J Am Geriatr Soc. 2000;48(2):188-192. 
181. Reuben DB, Fullerton JT, Tschann JM, Croughan‐Minihane M. Attitudes of beginning 
medical students toward older persons: A Five‐Campus study. J Am Geriatr Soc. 
1995;43(12):1430-1436. 
182. Brochu PM, Morrison MA. Implicit and explicit prejudice toward overweight and average-
weight men and women: Testing their correspondence and relation to behavioral intentions. J 
Soc Psychol. 2007;147(6):681-706. 
183. Sabin JA, Riskind RG, Nosek BA. Health care providers’ implicit and explicit attitudes 
toward lesbian women and gay men. Am J Public Health. 2015;105(9):1831-1841. 
184. Flint SW, Hudson J, Lavallee D. UK adults’ implicit and explicit attitudes towards obesity: 
A cross-sectional study. BMC obesity. 2015;2(1):31. 
185. Johnson TJ, Winger DG, Hickey RW, et al. Comparison of physician implicit racial bias 
toward adults versus children. Academic pediatrics. 2017;17(2):120-126. 
186. Heins JK, Heins A, Grammas M, Costello M, Huang K, Mishra S. Disparities in analgesia 
and opioid prescribing practices for patients with musculoskeletal pain in the emergency 
department. Journal of Emergency Nursing. 2006;32(3):219-224. 
187. Miner J, Biros MH, Trainor A, Hubbard D, Beltram M. Patient and physician perceptions as 
risk factors for oligoantigenic: A prospective observational study of the relief of pain in the 
emergency department. Acad Emerg Med. 2006;13(2):140-146. 
188. Todd KH, Deaton C, D’Adamo AP, Goe L. Ethnicity and analgesic practice. Ann Emerg 
Med. 2000;35(1):11-16. 
189. Todd KH, Samaroo N, Hoffman JR. Ethnicity as a risk factor for inadequate emergency 
department analgesia. JAMA. 1993;269(12):1537-1539. 
177 
 
190. Van Ryn M, Burgess D, Malat J, Griffin J. Physicians’ perceptions of patients’ social and 
behavioral characteristics and race disparities in treatment recommendations for men with 
coronary artery disease. Am J Public Health. 2006;96(2):351-357. 
191. Calabrese SK, Earnshaw VA, Underhill K, Hansen NB, Dovidio JF. The impact of patient 
race on clinical decisions related to prescribing HIV pre-exposure prophylaxis (PrEP): 
Assumptions about sexual risk compensation and implications for access. AIDS and Behavior. 
2014;18(2):226-240. 
192. Weitzman S, Cooper L, Chambless L, et al. Gender, racial, and geographic differences in 
the performance of cardiac diagnostic and therapeutic procedures for hospitalized acute 
myocardial infarction in four states. Am J Cardiol. 1997;79(6):722-726. 
193. Taylor HA, Canto JG, Sanderson B, Rogers WJ, Hilbe J. Management and outcomes for 
Black patients with acute myocardial infarction in the reperfusion era. Am J Cardiol. 
1998;82(9):1019-1023. 
194. Canto JG, Allison JJ, Kiefe CI, et al. Relation of race and sex to the use of reperfusion 
therapy in Medicare beneficiaries with acute myocardial infarction. N Engl J Med. 
2000;342(15):1094-1100. 
195. Van Ryn M, Burke J. The effect of patient race and socio-economic status on physicians' 
perceptions of patients. Soc Sci Med. 2000;50(6):813-828. 
196. Moskowitz D, Thom DH, Guzman D, Penko J, Miaskowski C, Kushel M. Is primary care 
providers’ trust in socially marginalized patients affected by race? J. Gen. Intern. 
Med.2011;26(8):846-851. 
197. Bogart LM, Catz SL, Kelly JA, Benotsch EG. Factors influencing physicians' judgments of 
adherence and treatment decisions for patients with HIV disease. Med Decis Making. 
2001;21(1):28-36. 
198. Shelton JN, Richeson JA. Ethnic minorities' racial attitudes and contact experiences with 
white people. Cultural Diversity and Ethnic Minority Psychology. 2006;12(1):149. 
199. Shelton JN. Interpersonal concerns in social encounters between majority and minority 
group members. Group Processes & Intergroup Relations. 2003;6(2):171-185. 
178 
 
200. Blanchard J, Nayar S, Lurie N. Patient–provider and patient–staff racial concordance and 
perceptions of mistreatment in the health care setting. J. Gen. Intern. Med. 2007;22(8):1184-
1189. 
201.Gamble VN. A legacy of distrust: African Americans and medical research. Am J Prev Med. 
1993. 
202. Chen FM, Fryer GE,Jr, Phillips RL,Jr, Wilson E, Pathman DE. Patients' beliefs about 
racism, preferences for physician race, and satisfaction with care. Ann Fam Med. 2005;3(2):138-
143. 
203. Benkert R, Peters RM, Clark R, Keves-Foster K. Effects of perceived racism, cultural 
mistrust and trust in providers on satisfaction with care. J Natl Med Assoc. 2006;98(9):1532. 
204. Bazargan M, Norris K, Bazargan-Hejazi S, et al. Alternative health care use in the under-
served population. Ethn Dis. 2005;15(4):531-539. 
205. Brener L, von Hippel W, von Hippel C, Resnick I, Treloar C. Perceptions of discriminatory 
treatment by staff as predictors of drug treatment completion: Utility of a mixed methods 
approach. Drug Alcohol Rev. 2010;29(5):491-497. 
206. Burgess DJ, Ding Y, Hargreaves M, van Ryn M, Phelan S. The association between 
perceived discrimination and underutilization of needed medical and mental health care in a 
multi-ethnic community sample. J Health Care Poor Underserved. 2008;19(3):894-911. 
207. Bird ST, Bogart LM, Delahanty DL. Health-related correlates of perceived discrimination in 
HIV care. AIDS Patient Care STDS. 2004;18(1):19-26. 
208. Van Houtven CH, Voils CI, Oddone EZ, et al. Perceived discrimination and reported delay 
of pharmacy prescriptions and medical tests. J. Gen. Intern. Med.2005;20(7):578-583. 
209. Blair IV, Steiner JF, Hanratty R, et al. An investigation of associations between clinicians’ 
ethnic or racial bias and hypertension treatment, medication adherence and blood pressure 
control. J. Gen. Intern. Med.2014;29(7):987-995. 
210. Abbing HR. Health, health care and ageing populations in Europe, a human rights challenge 
for European health systems. Eur J Health Law. 2016;23(5):435-452. 
179 
 
211. England N. The NHS belongs to the people: A call to action. London: NHS England. 2013. 
212. Department of Health. Healthy lives, healthy people: Our strategy for public health in 
England. Vol 7985. The Stationery Office; 2010. 
213. Hindi AM, Schafheutle EI, Jacobs S. Patient and public perspectives of community 
pharmacies in the United Kingdom: A systematic review. Health Expectations. 2018;21(2):409-
428. 
214. Makowsky MJ, Schindel TJ, Rosenthal M, Campbell K, Tsuyuki RT, Madill HM. 
Collaboration between pharmacists, physicians and nurse practitioners: A qualitative 
investigation of working relationships in the inpatient medical setting. Journal of 
interprofessional care. 2009;23(2):169-184. 
215. Yarnall KS, Ostbye T, Krause KM, Pollak KI, Gradison M, Michener JL. Family physicians 
as team leaders: "time" to share the care. Prev Chronic Dis. 2009;6(2): A59. 
216. Statistics Canada. Access to a regular medical doctor, 2014. 
https://www150.statcan.gc.ca/n1/pub/82-625-x/2015001/article/14177-eng.htm. Updated 2015. 
Accessed May/20, 2019. 
217. Clarke J. Health at a glance: Difficulty accessing health care services in Canada. Statistics 
Canada.December. 2016;8. 
218. Chisholm-Burns MA, Graff Zivin JS, Lee JK, et al. Economic effects of pharmacists on 
health outcomes in the united states: A systematic review. American Journal of Health-System 
Pharmacy. 2010;67(19):1624-1634. 
219. Paudyal V, Hansford D, Cunningham S, Stewart D. Pharmacy assisted patient self care of 
minor ailments: A chronological review of UK health policy documents and key events 1997–
2010. Health Policy. 2011;101(3):253-259. 
220. Dalton K, Byrne S. Role of the pharmacist in reducing health care costs: Current insights. 
Integr Pharm Res Pract. 2017; 6:37-46. 
180 
 
221. Nkansah N, Mostovetsky O, Yu C, et al. Effect of outpatient pharmacists' non‐dispensing 
roles on patient outcomes and prescribing patterns. Cochrane database of systematic reviews. 
2010(7). 
222. World Health Organization. The role of the pharmacist in the health care system: preparing 
the future pharmacist: curricular development: report of a third WHO Consultative Group on 
the Role of the Pharmacist, Vancouver, Canada, 27-29 August 1997. No. 
WHO/PHARM/97/599. Geneva: WHO, 1997. 
223. Barber N, Smith F, Anderson S. Improving quality of health care: The role of pharmacists. 
Qual Health Care. 1994;3(3):153-158. 
224. Rotta I, Salgado TM, Silva ML, Correr CJ, Fernandez-Llimos F. Effectiveness of clinical 
pharmacy services: An overview of systematic reviews (2000–2010). International journal of 
clinical pharmacy. 2015;37(5):687-697. 
225. Lee JK, Grace KA, Taylor AJ. Effect of a pharmacy care program on medication adherence 
and persistence, blood pressure, and low-density lipoprotein cholesterol: A randomized 
controlled trial. JAMA. 2006;296(21):2563-2571. 
226. Latif A, Pollock K, Boardman HF. The contribution of the medicines uses review (MUR) 
consultation to counseling practice in community pharmacies. Patient Educ Couns. 
2011;83(3):336-344. 
227. Chui MA, Stone JA, Martin BA, Croes KD, Thorpe JM. Safeguarding older adults from 
inappropriate over-the-counter medications: The role of community pharmacists. Gerontologist. 
2013;54(6):989-1000. 
228. Luder HR, Frede SM, Kirby JA, et al. TransitionRx: Impact of community pharmacy post 
discharge medication therapy management on hospital readmission rate. Journal of the American 
Pharmacists Association. 2015;55(3):246-254. 
229. Smith M, Cannon-Breland ML, Spiggle S. Consumer, physician, and payer perspectives on 
primary care medication management services with a shared resource pharmacists’ network. 
RSAP. 2014;10(3):539-553. 
181 
 
230. Lynas K. Professionals you can trust: Pharmacists top the list again in Ipsos Reid survey. 
Can Pharm J (Ott). 2012;145(2):55. 
231. Anderson C, Blenkinsopp A, Armstrong M. Feedback from community pharmacy users on 
the contribution of community pharmacy to improving the public's health: A systematic review 
of the peer reviewed and non‐peer reviewed literature 1990–2002. Health Expectations. 
2004;7(3):191-202. 
232. Nau DP, Ried LD, Lipowski E. What makes patients think that their pharmacists' services 
are of value? Convincing patients of the value of pharmaceutical care is as crucial to the 
profession's transition as convincing physicians and payers. J. Am. Pharm. Assoc. (1996). 
1997;37(1):91-98. 
233. Krska J, Morecroft CW. Views of the general public on the role of pharmacy in public 
health. JPHCS. 2010;1(1):33-38. 
234. Born AL, Pinto SL, Patel AS, Khuder SA, Vaidya VA. Patients’ awareness, perceived 
benefit, and intent to participate in pharmacy services. Innovations in pharmacy. 2016;7(3). 
235. Latif A, Boardman HF, Pollock K. Understanding the patient perspective of the English 
community pharmacy medicines use review (MUR). RSAP. 2013;9(6):949-957. 
236. Rodgers RM, Gammie SM, Loo RL, Corlett SA, Krska J. Comparison of pharmacist and 
public views and experiences of community pharmacy medicines-related services in England. 
Patient Prefer Adherence. 2016; 10:1749-1758. 
237. Fakih S, Marriott JL, Boardman H, Anderson C, Hussainy SY. Comparing women 
pharmacy consumers’ experiences with weight loss treatment in Victoria and Nottingham: A 
cross-sectional study. BMC Public Health. 2014;14(1):662. 
238. Saramunee K, Krska J, Mackridge A, Richards J, Suttajit S, Phillips-Howard P. How to 
enhance public health service utilization in community pharmacy? General public and health 
providers' perspectives. RSAP. 2014;10(2):272-284. 
239. Ndiaye S, Madhavan S, Washington M, et al. The use of pharmacy immunization services 
in rural communities. Public Health. 2003;117(2):88-97. 
182 
 
240. George K, Lovelady C, Connolly D, Parmar S, Davies MJ. Community pharmacy 
contribution to weight management: Identifying opportunities. International Journal of 
Pharmacy Practice. 2010;18(1):7-12. 
241. Taylor J, Krska J, Mackridge A. A community pharmacy‐based cardiovascular screening 
service: Views of service users and the public. International Journal of Pharmacy Practice. 
2012;20(5):277-284. 
242. Hobson RJ, Scott J, Sutton J. Pharmacists and nurses as independent prescribers: Exploring 
the patient's perspective. Fam Pract. 2009;27(1):110-120. 
243. Wood K, Gibson F, Radley A, Williams B. Pharmaceutical care of older people: What do 
older people want from community pharmacy? International Journal of Pharmacy Practice. 
2015;23(2):121-130. 
244. Bissell P, Blenkinsopp A, Short D, Mason L. Patients’ experiences of a community 
pharmacy‐led medicines management service. Health & social care in the community. 
2008;16(4):363-369. 
245. Fitzgerald N, Youngson E, Cunningham S, Watson M, Stewart D. Support for community 
pharmacy-based alcohol interventions: A Scottish general public survey. Public Health. 
2015;129(11):1431-1438. 
246. Tinelli M, Bond C, Blenkinsopp A, Jaffray M, Watson M, Hannaford P. Patient evaluation 
of a community pharmacy medications management service. Ann Pharmacother. 
2007;41(12):1962-1970. 
247. Stewart DC, George J, Bond CM, Cunningham IS, Diack HL, McCaig DJ. Exploring 
patients’ perspectives of pharmacist supplementary prescribing in Scotland. Pharmacy world & 
science. 2008;30(6):892-897. 
248. MacLure K, George J, Diack L, Bond C, Cunningham S, Stewart D. Views of the Scottish 
general public on non-medical prescribing. IJCP. 2013;35(5):704-710. 
249. Tucker R, Stewart D. Why people seek advice from community pharmacies about skin 
problems. J. Pharm. Pract. 2015;23(2):150-153. 
183 
 
250. McCann LM, Haughey SL, Parsons C, et al. A patient perspective of pharmacist 
prescribing: ‘crossing the specialisms‐crossing the illnesses. Health Expectations. 2015;18(1):58-
68. 
251. Anderson C, Thornley T. “It’s easier in pharmacy”: Why some patients prefer to pay for flu 
jabs rather than use the national health service. BMC health services research. 2014;14(1):35. 
252. Baraitser P, Pearce V, Holmes J, Horne N, Boynton PM. Chlamydia testing in community 
pharmacies: Evaluation of a feasibility pilot in south east London. Qual Saf Health Care. 
2007;16(4):303-307. 
253. Lindsey L, Husband A, Steed L, Walton R, Todd A. Helpful advice and hidden expertise: 
Pharmacy users’ experiences of community pharmacy accessibility. J. Public Health. 
2016;39(3):609-615. 
254. Stewart DC, MacLure K, Bond CM, et al. Pharmacist prescribing in primary care: The 
views of patients across Great Britain who had experienced the service. J. Pharm. Pract. 
2011;19(5):328-332. 
255. Mackridge AJ, Beynon CM, McVeigh J, Whitfield M, Chandler M. Meeting the health 
needs of problematic drug users through community pharmacy: A qualitative study. J Subst Use. 
2010;15(6):367-376. 
256. Stewart DC, George J, Bond CM, Diack HL, McCaig DJ, Cunningham S. Views of 
pharmacist prescribers, doctors and patients on pharmacist prescribing implementation. 
International Journal of Pharmacy Practice. 2009;17(2):89-94. 
257. Twigg MJ, Poland F, Bhattacharya D, Desborough JA, Wright DJ. The current and future 
roles of community pharmacists: Views and experiences of patients with type 2 diabetes. RSRP. 
2013;9(6):777-789. 
258. Dhital R, Whittlesea CM, Norman IJ, Milligan P. Community pharmacy service users' 
views and perceptions of alcohol screening and brief intervention. Drug Alcohol Rev. 
2010;29(6):596-602. 
259. MacLure K, George J, Diack L, Bond C, Cunningham S, Stewart D. Views of the Scottish 
general public on non-medical prescribing. IJCP 2013;35(5):704-710. 
184 
 
260. Bancroft S, Heading C, Guirguis A, Shah S, Shah U, Attar-Zadeh D. Ethnic disparities in 
the uptake of pharmacy services. Pharm. J. 2016. 
261. Dovidio JF, Penner LA, Albrecht TL, Norton WE, Gaertner SL, Shelton JN. Disparities and 
distrust: The implications of psychological processes for understanding racial disparities in 
health and health care. Soc Sci Med. 2008;67(3):478-486. 
262. Piette JD, Bibbins-Domingo K, Schillinger D. Health care discrimination, processes of care, 
and diabetes patients’ health status. Patient Educ Couns. 2006;60(1):41-48. 
263. Anderson KO, Green CR, Payne R. Racial and ethnic disparities in pain: Causes and 
consequences of unequal care. J. Pain Res. 2009;10(12):1187-1204. 
264. Ashton CM, Haidet P, Paterniti DA, et al. Racial and ethnic disparities in the use of health 
services: Bias, preferences, or poor communication? J. Gen. Intern. Med.2003;18(2):146-152. 
265. Collins TC, Clark JA, Petersen LA, Kressin NR. Racial differences in how patients perceive 
physician communication regarding cardiac testing. Med Care. 2002;40(1): I-27-I-34. 
266. Wenger LM, Rosenthal M, Sharpe JP, Waite N. Confronting inequities: A scoping review 
of the literature on pharmacist practice and health-related disparities. RSAP. 2016;12(2):175-217. 
267. Mackridge AJ, Scott J. Experiences, attitudes and training needs of pharmacy support staff 
providing services to drug users in Great Britain: A qualitative study. J Subst Use. 
2009;14(6):375-384. 
268. Black E, Murphy AL, Gardner DM. Community pharmacist services for people with mental 
illnesses: Preferences, satisfaction, and stigma. Psychiatric Services. 2009;60(8):1123-1127. 
269. Bell JS, Aaltonen SE, Bronstein E, et al. Attitudes of pharmacy students toward people with 
mental disorders, a six-country study. Pharm world & scien. 2008;30(5):595-599. 
270. Balfour L, Corace K, Tasca GA, Best-Plummer W, MacPherson PA, Cameron DW. High 
HIV knowledge relates to low stigma in pharmacists and university health science students in 
Guyana, south America. IJID. 2010;14(10): e881-e887. 
271. Ahmed SI, Hassali MA, Aziz NA. An assessment of the knowledge, attitudes, and risk 
perceptions of pharmacy students regarding HIV/AIDS. Am J Pharm Educ. 2009;73(1):15. 
185 
 
272. Bell J, Aaltonen S, Airaksinen M, et al. Determinants of mental health stigma among 
pharmacy students in Australia, Belgium, Estonia, Finland, India and Latvia. Int J Soc 
Psychiatry. 2010;56(1):3-14. 
273. Shoveller J, Chabot C, Soon JA, Levine M. Identifying barriers to emergency contraception 
use among young women from various sociocultural groups in British Columbia, Canada. 
Perspectives on sexual and reproductive health. 2007;39(1):13-20. 
274. Reich W, Compton WM, Horton JC, et al. Pharmacist ambivalence about sale of syringes to 
injection drug users. J. Am. Pharm. Assoc. (1996). 2002;42(6): S52-S57. 
275. LaCivita C, Funkhouser E, Miller MJ, et al. Patient-reported communications with 
pharmacy staff at community pharmacies: The Alabama NSAID patient safety study, 2005–
2007. JAPhA. 2009;49(5): e110-e117. 
276. White-Means S, Dong Z, Hufstader M, Brown LT. Cultural competency, race, and skin tone 
bias among pharmacy, nursing, and medical students: Implications for addressing health 
disparities. Medical Care Research and Review. 2009;66(4):436-455. 
277. Okoro ON, Odedina FT, Reams RR, Smith WT. Clinical cultural competency and 
knowledge of health disparities among pharmacy students. Am J Pharm Educ. 2012;76(3):40. 
278. Owusu-Daaku FTK, Buanya-Mensah G. Ghanaian pharmacists’ perception of people living 
with HIV and AIDS (PLWHIV). Journal of pharmacy practice. 2010;23(2):135-139. 
279. Ubaka CM, Adibe MO, Ukwe CV. Discriminatory attitudes of pharmacy students and 
pharmacists against people living with HIV/AIDS. Trop J Pharm Res. 2014;13(2):295-302. 
280. Richmond J, Dunning T, Desmond P. Health professionals’ attitudes toward caring for 
people with hepatitis C. J Viral Hepat. 2007;14(9):624-632. 
281. Phokeo V, Sproule B, Raman-Wilms L. Community pharmacists' attitudes toward and 
professional interactions with users of psychiatric medication. Psychiatric Services. 
2004;55(12):1434-1436. 
282. Crawford ND, Blaney S, Amesty S, et al. Individual-and neighborhood-level characteristics 
associated with support of in-pharmacy vaccination among ESAP-registered pharmacies: 
186 
 
Pharmacists’ role in reducing racial/ethnic disparities in influenza vaccinations in New York 
city. Journal of Urban Health. 2011;88(1):176-185. 
283. Wang J, Munshi KD, Hong SH. Racial and ethnic disparities in influenza vaccinations 
among community pharmacy patients and non-community pharmacy respondents. RSAP. 
2014;10(1):126-140. 
284. Warrick C, Wutoh AK, Corria-McDow Z, Emekalam A. Prostate cancer education in the 
Washington, DC, area. J Natl Med Assoc. 2002;94(11):963-970. 
285. Amstislavski P, Matthews A, Sheffield S, Maroko AR, Weedon J. Medication deserts: 
Survey of neighborhood disparities in availability of prescription medications. Int J Health 
Geogr. 2012;11(1):48. 
286. Xu KT, Rojas‐Fernandez CH. Ancillary community pharmacy services provided to older 
people in a largely rural and ethnically diverse region: A survey of consumers in west Texas. J 
Rural Health. 2003;19(1):79-86. 
287. Bradshaw M, Tomany-Korman S, Flores G. Language barriers to prescriptions for patients 
with limited English proficiency: A survey of pharmacies. Pediatrics. 2007;120(2): e225-35. 
288. Praska JL, Kripalani S, Seright AL, Jacobson TA. Identifying and assisting low-literacy 
patients with medication use: A survey of community pharmacies. Ann Pharmacother. 
2005;39(9):1441-1445. 
289. Young HN, Dilworth TJ, Mott DA. Disparities in pharmacists’ patient education for 
Hispanics using antidepressants. Journal of the American Pharmacists Association. 
2011;51(3):388-408a. 
290. Ross PT, Cené CW, Bussey-Jones J, et al. A strategy for improving health disparities 
education in medicine. J. Gen. Intern. Med.2010;25(2):160-163. 
291. Hobson WL, Avant-Mier R, Cochella S, et al. Caring for the underserved: Using patient and 
physician focus groups to inform curriculum development. Ambulatory Pediatrics. 2005;5(2):90-
95. 
187 
 
292. Beach MC, Price EG, Gary TL, et al. Cultural competency: A systematic review of health 
care provider educational interventions. Med Care. 2005;43(4):356. 
293. Vela MB, Kim KE, Tang H, Chin MH. Innovative health care disparities curriculum for 
incoming medical students. J. Gen. Intern. Med.2008;23(7):1028-1032. 
294. Monteith MJ, Mark AY. The self-regulation of prejudice. Handbook of prejudice, 
stereotyping, and discrimination. 2009:507-523. 
295. Sequist TD, Fitzmaurice GM, Marshall R, et al. Cultural competency training and 
performance reports to improve diabetes care for Black patients: A cluster randomized, 
controlled trial. Ann Intern Med. 2010;152(1):40-46. 
296. Kalev A, Dobbin F, Kelly E. Best practices or best guesses? assessing the efficacy of 
corporate affirmative action and diversity policies. Am Sociol Rev. 2006;71(4):589-617. 
297. Greenwald AG, Banaji MR. Implicit social cognition: Attitudes, self-esteem, and 
stereotypes. Psychol Rev. 1995;102(1):4. 
298. Lai CK, Marini M, Lehr SA, et al. Reducing implicit racial preferences: I. A comparative 
investigation of 17 interventions. J Exp Psychol: Gen. 2014;143(4):1765. 
299. Plant EA, Devine PG. Responses to other-imposed pro-Black pressure: Acceptance or 
backlash? J Exp Soc Psychol. 2001;37(6):486-501. 
300. Burgess D, Van Ryn M, Dovidio J, Saha S. Reducing racial bias among health care 
providers: Lessons from social-cognitive psychology. J. Gen. Intern. Med.2007;22(6):882-887. 
301. Penner LA, Dovidio JF, West TV, et al. Aversive racism and medical interactions with 
Black patients: A field study. J Exp Soc Psychol. 2010;46(2):436-440. 
302. Burgess D, Van Ryn M, Dovidio J, Saha S. Reducing racial bias among health care 
providers: Lessons from social-cognitive psychology. J. Gen. Intern. Med.2007;22(6):882-887. 
303. Saha S, Beach MC, Cooper LA. Patient centeredness, cultural competence and health care 
quality. J Natl Med Assoc. 2008;100(11):1275-1285. 
304. Aronson J, Burgess D, Phelan SM, Juarez L. Unhealthy interactions: The role of stereotype 
threat in health disparities. Am J Public Health. 2013;103(1):50-56. 
188 
 
305. Schmader T, Johns M, Forbes C. An integrated process model of stereotype threat effects 
on performance. Psychol Rev. 2008;115(2):336. 
306. Jones PR, Taylor DM, Dampeer-Moore J, et al. Health-related stereotype threat predicts 
health services delays among Blacks. Race and social problems. 2013;5(2):121-136. 
307. Logel C, Walton GM, Spencer SJ, Iserman EC, von Hippel W, Bell AE. Interacting with 
sexist men triggers social identity threat among female engineers. J Pers Soc Psychol. 
2009;96(6):1089. 
308. Murphy MC, Steele CM, Gross JJ. Signaling threat: How situational cues affect women in 
math, science, and engineering settings. Psychological science. 2007;18(10):879-885. 
309. Johns M, Schmader T, Martens A. Knowing is half the battle: Teaching stereotype threat as 
a means of improving women's math performance. Psychological Science. 2005;16(3):175-179. 
310. Blackwell LS, Trzesniewski KH, Dweck CS. Implicit theories of intelligence predict 
achievement across an adolescent transition: A longitudinal study and an intervention. Child 
Dev. 2007;78(1):246-263. 
311. Pinto RZ, Ferreira ML, Oliveira VC, et al. Patient-centered communication is associated 
with positive therapeutic alliance: A systematic review. J Physiother. 2012;58(2):77-87. 
312. Thornton RL, Glover CM, Cené CW, Glik DC, Henderson JA, Williams DR. Evaluating 
strategies for reducing health disparities by addressing the social determinants of health. Health 
Aff. 2016;35(8):1416-1423. 
313. Mador R. Health system approaches to promoting health equity: A discussion paper. 
Provincial Health Services Authority; 2010. 
314. Ministry of Health. Reducing inequality in health, wellington, New Zealand. 
http://www.moh.govt.nz/moh.nsf/0/523077dddeed012dcc256c550003938b/$FIL 
E/ReducIneqal.pdf. Updated 2010. Accessed May/20, 2019. 
315. Ministry of Health. Health inequalities intervention toolkit. www.Iho.org.uk. Updated 2015. 
Accessed May/ 12, 2019. 
189 
 
316. Dovidio, J. F., & Gaertner, S. L. Intergroup bias. In: D. T. Gilbert, S. T. Fiske, & G. 
Lindzey, ed. Handbook of social psychology. Vol 2. 5th ed. Hoboken, NJ: John Wiley; 
2010:1084-1121. 
317. Devine PG. Stereotypes and prejudice: Their automatic and controlled components. J Pers 
Soc Psychol. 1989;56(1):5. 
318. McKean E. The new oxford American dictionary. Vol 2. Oxford University Press New 
York; 2005. 
319. Allport Gordon W. The nature of prejudice. 1954. 
320. Kawakami K, Dovidio JF, Moll J, Hermsen S, Russin A. Just say no (to stereotyping): 
Effects of training in the negation of stereotypic associations on stereotype activation. J Pers Soc 
Psychol. 2000;78(5):871. 
321. Devine PG, Plant EA, Amodio DM, Harmon-Jones E, Vance SL. The regulation of explicit 
and implicit race bias: The role of motivations to respond without prejudice. J Pers Soc Psychol. 
2002;82(5):835. 
322. McConahay JB. Modern racism, ambivalence, and the modern racism scale. . 1986. 
323. Henry PJ, Sears DO. The symbolic racism 2000 scale. Polit Psychol. 2002;23(2):253-283. 
324. Banaji MR, Heiphetz L. Attitudes. Handbook of social psychology. 2010. 
325. Bargh JA. The cognitive monster: The case against the controllability of automatic 
stereotype effects. . 1999. 
326. Dovidio JF, Gaertner SL. Prejudice, discrimination, and racism: Historical trends and 
contemporary approaches. Academic Press; 1986. 
327. Greenwald AG, Banaji MR, Rudman LA, Farnham SD, Nosek BA, Mellott DS. A unified 
theory of implicit attitudes, stereotypes, self-esteem, and self-concept. Psychol Rev. 
2002;109(1):3. 
328. Fazio RH, Olson MA. Implicit measures in social cognition research: Their meaning and 
use. Annu Rev Psychol. 2003;54(1):297-327. 
190 
 
329. Wilson TD, Lindsey S, Schooler TY. A model of dual attitudes. Psychol Rev. 
2000;107(1):101. 
330. Dovidio JF, Gaertner SL. Aversive racism. Advances in experimental social psychology. 
2004; 36:1-52. 
331. Cunningham WA, Nezlek JB, Banaji MR. Implicit and explicit ethnocentrism: Revisiting 
the ideologies of prejudice. Person Soc Psychol Bull. 2004;30(10):1332-1346. 
332. Wittenbrink B, Schwarz N. Implicit measures of attitudes. Guilford Press; 2007. 
333. De Houwer J, Moors A. How to define and examine the implicitness of implicit measures. 
Implicit measures of attitudes: Procedures and controversies. 2007:179-194. 
334. Lane KA, Banaji MR, Nosek BA, Greenwald AG. Understanding and using the implicit 
association test: IV. Implicit measures of attitudes. 2007:59-102. 
335. Manns‐James L. Finding what is hidden: A method to measure implicit attitudes for nursing 
and health‐related behaviors. J Adv Nurs. 2015;71(5):1005-1018. 
336. Roefs A, Herman C, MacLeod C, Smulders F, Jansen A. At first sight: How do restrained 
eaters evaluate high-fat palatable foods? Appetite. 2005;44(1):103-114. 
337. Wittenbrink B, Judd CM, Park B. Evidence for racial prejudice at the implicit level and its 
relationship with questionnaire measures. J Pers Soc Psychol. 1997;72(2):262. 
338. Ellwart T, Becker ES, Rinck M. Activation and measurement of threat associations in fear 
of spiders: An application of the extrinsic affective Simon task. J Behav Ther Exp Psychiatry. 
2005;36(4):281-299. 
339. Teachman BA. Evaluating implicit spider fear associations using the Go/No-go association 
task. J Behav Ther Exp Psychiatry. 2007;38(2):156-167. 
340. Payne BK, Cheng CM, Govorun O, Stewart BD. An inkblot for attitudes: Affect 
misattribution as implicit measurement. J Pers Soc Psychol. 2005;89(3):277. 
341. Greenwald AG, Smith CT, Sriram N, Bar‐Anan Y, Nosek BA. Implicit race attitudes 
predicted vote in the 2008 US presidential election. ASAP 2009;9(1):241-253. 
191 
 
342. Kymlicka W. The current state of multiculturalism in Canada and research themes on 
Canadian multiculturalism 2008-2010. Citizenship and Immigration Canada; 2011. 
343. Statistics Canada. Immigrant population in Canada. 
https://www150.statcan.gc.ca/n1/en/pub/11-627-m/11-627-m2017028-eng.pdf?st=8lCWmWkc. 
Updated 2017. Accessed May/20, 2019. 
344. Statistics Canada. Visible minority of person. Statistics Canada Web site. 
http://www.statcan.gc.ca/concepts/definitions/minority-minorite1-eng.htm. Updated 2012. 
Accessed April/21, 2015. 
345. Reitz JG, Phan MB, Banerjee R. Multiculturalism and social cohesion: Potentials and 
challenges of diversity. Springer Science & Business Media; 2009. 
346. Statistics Canada. Diversity of the Black population in Canada: An overview. 
https://www150.statcan.gc.ca/n1/pub/89-657-x/89-657-x2019002-eng.htm. Updated 2019. 
Accessed April/01, 2019. 
347. Statistics Canada. Focus on geography series, 2016 census. 
https://www12.statcan.gc.ca/census-recensement/2016/as-sa/fogs-spg/Facts-can-
eng.cfm?Lang=Eng&GK=CAN&GC=01&TOPIC=7. Updated 2017. Accessed April/23, 2019. 
348. Ontario Ministry of Finance. 2016 census highlights: Factsheet 9. 
https://www.fin.gov.on.ca/en/economy/demographics/census/cenhi16-9.html. Updated 2017. 
Accessed March/1, 2019. 
349. Statistics Canada. Ethnic origin. http://www12.statcan.gc.ca/census-recensement/2006/dp-
pd/tbt/Rp-
eng.cfm?A=R&APATH=3&D1=0&D2=0&D3=0&D4=0&D5=0&D6=0&DETAIL=0&DIM=0
&FL=A&FREE=0&GC=01&GID=837928&GK=1&GRP=1&LANG=E&O=D&PID=92333&P
RID=0&PTYPE=88971%2C97154&S=0&SHOWALL=0&SUB=0&TABID=1&THEME=80&
Temporal=2006&VID=0&VNAMEE=&VNAMEF=. Updated 2014. Accessed October/26, 
2015. 
192 
 
350. Mastro D, Lapinski MK, Kopacz MA, Behm-Morawitz E. The influence of exposure to 
depictions of race and crime in TV news on viewer's social judgments. Journal of Broadcasting 
& Electronic Media. 2009;53(4):615-635. 
351. Wood PK, Gilbert L. Multiculturalism in Canada: Accidental discourse, alternative vision, 
urban practice. Int J Urban Reg Res. 2005;29(3):679-691. 
352. Statistics Canada. Linguistic diversity and multilingualism in Canadian homes. 
https://www12.statcan.gc.ca/census-recensement/2016/as-sa/98-200-x/2016010/98-200-
x2016010-eng.cfm. Updated 2017. Accessed March/12, 2019. 
353. Dean L. The middle east and north Africa 2004: 2004. Routledge; 2004. 
354. Curtis M. Religion and politics in the middle east. Boulder, Colo: Westview Press; 1981. 
355. Canadian Arab Institute. Religion and marital status in the Canadian Arab community. 
http://www.canadianarabinstitute.org/publications/reports/religion-and-marital-status-canadian-
arab-community/. Updated 2015. Accessed March/12, 2019. 
356. Inayat Q. The meaning of being a Muslim: An aftermath of the twin towers episode. 
Counselling Psychology Quarterly. 2002;15(4):351-358. 
357. Rippy AE, Newman E. Perceived religious discrimination and its relationship to anxiety and 
paranoia among Muslim Americans. J Muslim Ment. Health. 2006;1(1):5-20. 
358. Kira IA, Lewandowski L, Templin T, Ramaswamy V, Ozkan B, Mohanesh J. The effects of 
perceived discrimination and backlash on Iraqi refugees’ mental and physical health. Journal of 
Muslim Mental Health. 2010;5(1):59-81. 
359. Baqi-Aziz MA. ‘Where does she think she is?’: On being a Muslim, an American, and a 
nurse. AJN. 2001;101(11):11. 
360. Anderson C. FBI reports jump in violence against Muslims. 2002. 
361. Saroglou V, Galand P. Identities, values, and religion: A study among Muslim, other 
immigrant, and native Belgian young adults after the 9/11 attacks. Identity. 2004;4(2):97-132. 
362. Loberg M. Jury selection post 9-11: Uncovering bias against Arabs and Muslims. 
https://www.ncsc.org/Newsroom/JurE/2018/Jul-6.aspx. Updated 2018. Accessed May/2, 2019. 
193 
 
363. Helly D. Are Muslims discriminated against in Canada since September 2001? Canadian 
Ethnic Studies. 2004;36(1):24-47. 
364. Kamalipour YR, Carilli T. Cultural diversity and the US media. SUNY Press; 1998. 
365. Bahdi R. No exit: Racial profiling and Canada's war against terrorism. Osgoode Hall Law 
Journal. 2003;41(2):293-316. 
366. Brewer J, Hunter A. Foundations of multimethod research: Synthesizing styles. Sage; 2006. 
367. Morse JM. Principles of mixed methods and multimethod research design. Handbook of 
mixed methods in social and behavioral research. 2003; 1:189-208. 
368. Esteves J, Pastor J. Using a multimethod approach to research enterprise systems 
implementations. EJBRM. 2004;2(2):69-82. 
369. Banaji MR. The implicit association test at age 7: A methodological and conceptual review. 
Social psychology and the unconscious: The automaticity of higher mental processes. 2013;265. 
370. Payne BK, Burkley MA, Stokes MB. Why do implicit and explicit attitude tests diverge? 
the role of structural fit. J Pers Soc Psychol. 2008;94(1):16. 
371. Porter S, Carter DE. Common terms and concepts in research. The research process in 
nursing.4th ed. Oxford: Blackwell Science. 2000:17-28. 
372. Knapp TR. Quantitative nursing research. Sage Publications; 1998. 
373. Polit D, Hungler B. Essentials of nursing research: Methods, appraisal, and utilization. 
Issues Compr Pediatr Nurs. 1992;15(4):281-282. 
374. Hagan FE. Research methods in criminal justice and criminology. Allyn and Bacon Boston; 
1997. 
375. Dykema J, Jones NR, Piche T, Stevenson J. Surveying clinicians by web: Current issues in 
design and administration. Eval Health Prof. 2013;36(3):352-381. 
376. Offredy M, Vickers P. Developing a health care research proposal: An interactive student 
guide. John Wiley & Sons; 2013. 
194 
 
377. Ontario College of Pharmacists. 2017 annual report putting patients first. 
http://www.ocpinfo.com/library/annual-reports/download/ocp_annual_report_2017.pdf. Updated 
2017. Accessed April/4, 2019. 
378. Qualtrics. Sample size calculator. https://www.qualtrics.com/blog/calculating-sample-size/. 
Updated 2018. Accessed May/01, 2019. 
379. Davis JA, Smith TW. General social surveys, 1972-1991: Cumulative codebook. National 
Opinion Research Center (NORC); 1991. 
380. Phelan SM, Dovidio JF, Puhl RM, et al. Implicit and explicit weight bias in a national 
sample of 4,732 medical students: The medical student CHANGES study. Obesity. 
2014;22(4):1201-1208. 
381. Greenwald AG, Banaji MR. Implicit social cognition: Attitudes, self-esteem, and 
stereotypes. Psychol Rev. 1995;102(1):4. 
382. Pruett SR, Chan F. The development and psychometric validation of the disability attitude 
implicit association test. Rehabilitation Psychology. 2006;51(3):202. 
383. Nosek BA, Hansen JJ. The associations in our heads belong to us: Searching for attitudes 
and knowledge in implicit evaluation. Cognition & Emotion. 2008;22(4):553-594. 
384. Panacek EA, Thompson CB. Sampling methods: Selecting your subjects. Air Med J. 
2007;26(2):75-78. 
385. James Lani. Testing of assumptions. https://www.statisticssolutions.com/testing-of-
assumptions/. Updated 2018. Accessed May/01, 2019. 
386. Cunningham WA, Nezlek JB, Banaji MR. Implicit and explicit ethnocentrism: Revisiting 
the ideologies of prejudice. Person Soc Psychol Bull. 2004;30(10):1332-1346. 
387. Hofmann W, Gawronski B, Gschwendner T, Le H, Schmitt M. A meta-analysis on the 
correlation between the implicit association test and explicit self-report measures. Person Soc 
Psychol Bull. 2005;31(10):1369-1385. 
388. Cunningham WA, Preacher KJ, Banaji MR. Implicit attitude measures: Consistency, 
stability, and convergent validity. Psychological science. 2001;12(2):163-170. 
195 
 
389. Social Science Statistics. Effect size calculator. https://www.socscistatistics.com/effectsize/. 
Updated 2019. Accessed May/01, 2019. 
390. Whitehead D, Whitehead L. Sampling data and data collection in qualitative research. . 
2016. 
391. Polit DF, Beck CT. Essentials of nursing research: Appraising evidence for nursing 
practice. Lippincott Williams & Wilkins; 2013. 
392. Hancock B, Ockleford E, Windridge K. An introduction to qualitative research. Trent focus 
group Nottingham; 1998. 
393. Black K. Business statistics: Contemporary decision making. John Wiley & Sons; 2009. 
394. Sandelowski M. Focus on research methods-whatever happened to qualitative description? 
Int Arch Nurs Health Care. 2000;23(4):334-340. 
395. Burns N, Grove SK. The practice of nursing research: Appraisal, synthesis, and generation 
of evidence. Saunders; 2008. 
396. Hsieh H, Shannon SE. Three approaches to qualitative content analysis. Qual Health Res. 
2005;15(9):1277-1288. 
397. Kearney MH. Levels and applications of qualitative research evidence. Res Nurs Health. 
2001;24(2):145-153. 
398. Sofaer S. Qualitative methods: What are they and why use them? Health Serv Res. 
1999;34(5 Pt 2):1101-1118. 
399. Johnson B, Christensen L. Educational research: Quantitative, qualitative, and mixed 
approaches. Sage; 2008. 
400. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful 
sampling for qualitative data collection and analysis in mixed method implementation research. 
Adm Policy Ment Health. 2013:1-12. 
401. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: Concepts, 
procedures and measures to achieve trustworthiness. Nurse Educ Today. 2004;24(2):105-112. 
196 
 
402. Pollock G, Newbold KB, Lafrenière G, Edge S. Discrimination in the doctor’s office: 
Immigrants and refugee experiences. Critical Social Work. 2012;13(2):60-79. 
403. Safran DG, Kosinski M, Tarlov AR, et al. The primary care assessment survey: Tests of 
data quality and measurement performance. Med Care. 1998;36(5):728-739. 
404. Mhode M, Nyamhanga T. Experiences and impact of stigma and discrimination among 
people on antiretroviral therapy in Dar es salaam: A qualitative perspective. AIDS research and 
treatment. 2016;2016. 
405. Neuman WL, Robson K. Basics of social research. Pearson; 2004. 
406. Guest G, Bunce A, Johnson L. How many interviews are enough? an experiment with data 
saturation and variability. Field methods. 2006;18(1):59-82. 
407. Polit DF, Beck CT. Nursing research: Generating and assessing evidence for nursing 
practice. Lippincott Williams & Wilkins; 2008. 
408. Ozkan BC. Using NVivo to analyze qualitative classroom data on constructivist learning 
environments. The qualitative report. 2004;9(4):589-603. 
409. King N HC. Interviews in qualitative research. London: Sage Publications Ltd; 2010. 
410. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative research in 
psychology. 2006;3(2):77-101. 
411. Lincoln YS, Guba EG. Naturalistic inquiry. Vol 75. Sage; 1985. 
412. McMillan JH, Wergin JF. Understanding and evaluating educational research. ERIC; 
1998. 
413. Richards L, Morse JM. Readme first for a user's guide to qualitative methods. Sage; 2012. 
414. Mertens DM. Research and evaluation in education and psychology: Integrating diversity 
with quantitative, qualitative, and mixed methods. Sage Publications; 2014. 
415. Sandelowski M. Whatever happened to qualitative description? Res Nurs Health. 
2000;23(4):334-340. 
197 
 
416. Speziale HS, Streubert HJ, Carpenter DR. Qualitative research in nursing: Advancing the 
humanistic imperative. Lippincott Williams & Wilkins; 2011. 
417. Letts L, Wilkins S, Law M, Stewart D, Bosch J, Westmorland M. Guidelines for critical 
review form: Qualitative studies (version 2.0). McMaster University Occupational Therapy 
Evidence-Based Practice Research Group. 2007. 
418. Patton MQ. Qualitative evaluation and research methods. SAGE Publications, inc; 1990. 
419. Canadian Institute for Health Information. Pharmacists in Canada, 2017. 
https://www.cihi.ca/en/health-workforce. Updated 2017. Accessed May/06, 2019. 
420. Canada Health Info way. Current prescribing and dispensing landscape in Canada. 
https://infocentral.infoway-inforoute.ca/en/resources/docs/1778-report-2017-current-prescribing-
and-dispensing-landscape-in-Canada/view-document. Updated 2017. Accessed May/22, 2019. 
421. Kroon L, Coleman L, Koda-Kimble M. The management of type 2 diabetes mellitus: A call 
to action for pharmacists. US Pharmacist. 1997;33(Suppl 1):1-18. 
422. Sauvageau C, Dubé E, Bradet R, Mondor M, Lavoie F, Moisan J. Immunization services 
offered in Quebec (Canada) pharmacies. Hum Vaccines. 2013;9(9):1943-1949. 
423. El Hajj MS, Salem S, Mansoor H. Public's attitudes towards community pharmacy in Qatar: 
A pilot study. Patient Prefer Adherence. 2011; 5:405-422. 
424. Dossa AR, Gregoire JP, Lauzier S, Guenette L, Sirois C, Moisan J. Association between 
loyalty to community pharmacy and medication persistence and compliance, and the use of 
guidelines-recommended drugs in type 2 diabetes: A cohort study. Medicine (Baltimore). 
2015;94(27): e1082. 
425. Iffat W, Shakeel S, Imam S, Quds T. Perceived barriers and expectations of general public 
for establishing community pharmacy in Pakistan. 2015. 
426. Williams S, Weinman J, Dale J, Newman S. Patient expectations: What do primary care 
patients want from the GP and how far does meeting expectations affect patient satisfaction? 
Fam Pract. 1995;12(2):193-201. 
198 
 
427. Manasse H., Charney E., Emswiller C. The pharmacist's role in referral. JAPhA. 
1983;23(12):24-28. 
428. Gidman W, Cowley J. A qualitative exploration of opinions on the community pharmacists' 
role amongst the general public in Scotland. J Pharm Pract. 2013;21(5):288-296. 
429. Higginbottom GM, Morgan M, Alexandre M, et al. Immigrant women’s experiences of 
maternity-care services in Canada: A systematic review using a narrative synthesis. Systematic 
reviews. 2015;4(1):13. 
430. Morse GD, Douglas JB, Upton JH, Rodgers S, Gal P. Effect of pharmacist intervention on 
control of resistant hypertension. Am J Hosp Pharm. 1986;43(4):905-909. 
431. Davis NM, Cohen MR. Counseling reduces dispensing accidents. JAPhA. 1992;32(10):22. 
432. Hargie OD, Morrow NC, Woodman C. Pharmacists’ evaluation of key communication 
skills in practice. Patient Educ Couns. 2000;39(1):61-70. 
433. Flores G, Laws MB, Mayo SJ, et al. Errors in medical interpretation and their potential 
clinical consequences in pediatric encounters. Pediatrics. 2003;111(1):6-14. 
434. Tietze KJ. Clinical skills for pharmacists-E-book: A patient-focused approach. Elsevier 
Health Sciences; 2011. 
435. Ngoh LN. Health literacy: A barrier to pharmacist–patient communication and medication 
adherence. Journal of the American Pharmacists Association. 2009;49(5): e132-e149. 
436. Oxford Mail. Avoiding eye contact is racist, oxford university warns. 
https://www.oxfordmail.co.uk/news/15241498.avoiding-eye-contact-is-racist-oxford-university-
warns/. Updated 2017. Accessed June/22, 2019. 
437. Jones DC, van Amelsvoort Jones, Gemma MM. Communication patterns between nursing 
staff and the ethnic elderly in a long‐term care facility. J Adv Nurs. 1986;11(3):265-272. 
438. Baker DW, Hayes R, Fortier JP. Interpreter use and satisfaction with interpersonal aspects 
of care for Spanish-speaking patients. Med Care. 1998;36(10):1461-1470. 
199 
 
439. Higginbottom GM, Morgan M, Alexandre M, et al. Immigrant women’s experiences of 
maternity-care services in Canada: A systematic review using a narrative synthesis. Systematic 
reviews. 2015;4(1):13. 
440. LaVeist TA, Nuru-Jeter A. Is doctor-patient race concordance associated with greater 
satisfaction with care? J Health Soc Behav. 2002:296-306. 
441. Rogers EM, Bhowmik DK. Homophily-heterophily: Relational concepts for communication 
research. Public Opin Q. 1970;34(4):523-538. 
442. Abraham O, Alexander DS, Schleiden LJ, Carpenter DM. Identifying barriers and 
facilitators at affect community pharmacists' ability to engage children in medication counseling: 
A pilot study. The Journal of Pediatric Pharmacology and Therapeutics. 2017;22(6):412-422. 
443. Cormack D, Harris R, Stanley J, Lacey C, Jones R, Curtis E. Ethnic bias amongst medical 
students in Aotearoa/New Zealand: Findings from the bias and decision making in medicine 
(BDMM) study. PloS one. 2018;13(8): e0201168. 
444. FitzGerald C, Hurst S. Implicit bias in health care professionals: A systematic review. BMC 
medical ethics. 2017;18(1):19. 
445. Project Implicit demo Website Datasets. Arab IAT 2004-2018. https://osf.io/t8u7p/. 
Updated 2019. Accessed January/12, 2019. 
446. Project Implicit demo Website Datasets. Race IAT 2002-2018. https://osf.io/52qxl/. 
Updated 2019. Accessed January/ 12, 2019. 
447. Gonsalkorale K, Sherman JW, Klauer KC. Aging and prejudice: Diminished regulation of 
automatic race bias among older adults. J Exp Soc Psychol. 2009;45(2):410-414. 
448. Danigelis NL, Cutler SJ. An inter-cohort comparison of changes in racial attitudes. Res 
Aging. 1991;13(3):383-404. 
449. Firebaugh G, Davis KE. Trends in anti-Black prejudice, 1972-1984: Region and cohort 
effects. American Journal of Sociology. 1988;94(2):251-272. 
450. Wilson PA, Yoshikawa H. Improving access to health care among African American, Asian 
and pacific islander, and Latino lesbian, gay, and bisexual populations. Springer; 2007. 
200 
 
451. Sarrasin O, Green EG, Bolzman C, Visintin EP, Politi E. Competition-and identity-based 
roots of anti-immigration prejudice among individuals with and without an immigrant 
background. Rev Int Psychol Soc J. 2018;31(1). 
452. Kolbe M, Crepaz MM. The power of citizenship: How immigrant incorporation affects 
attitudes towards social benefits. Comparative Politics. 2016;49(1):105-123. 
453. Pinto IR, Marques JM, Levine JM, Abrams D. Membership status and subjective group 
dynamics: Who triggers the Black sheep effect? J Pers Soc Psychol. 2010;99(1):107. 
454. Peris TS, Teachman BA, Nosek BA. Implicit and explicit stigma of mental illness: Links to 
clinical care. J Nerv Ment Dis. 2008;196(10):752-760. 
455. Nosek BA, Smyth FL, Hansen JJ, et al. Pervasiveness and correlates of implicit attitudes 
and stereotypes. Eur Rev Soc Psychol. 2007;18(1):36-88. 
456. Bryman A. Social research methods. Oxford university press; 2016. 
457. Merks P, Kazmierczak J, Olszewska AE, Koltowska-Haggstrom M. Comparison of factors 
influencing patient choice of community pharmacy in Poland and in the UK, and identification 
of components of pharmaceutical care. Patient Prefer Adherence. 2014; 8:715-726. 
458. Wirth F, Tabone F, Azzopardi LM, Gauci M, Zarb‐Adami M, Serracino‐Inglott A. 
Consumer perception of the community pharmacist and community pharmacy services in Malta. 
JPHCS. 2010;1(4):189-194. 
459. Catic T, Jusufovic FI, Tabakovic V. Patients perception of community pharmacist in Bosnia 
and Herzegovina. Mater Sociomed. 2013;25(3):206-209. 
460. Bornman S, Truter I, Venter DJ. Public perception of community pharmacists in south 
Africa: A preliminary study. Health SA Gesondheid. 2006;11(3):27-40. 
461. Whitehead P, Atkin P, Krass I, Benrimoj S. Patient drug information and consumer choice 
of pharmacy. IJPP. 1999;7(2):71-79. 
462. Ried LD, Wang F, Young H, Avviphan R. Patients’ satisfaction and their perception of the 
pharmacist. J. Am. Pharm. Assoc. (1996). 1999;39(6):835-842. 
201 
 
463. Panvelkar PN, Saini B, Armour C. Measurement of patient satisfaction with community 
pharmacy services: A review. Pharm world & sci. 2009;31(5):525-537. 
464. Nikolova V, Dyankova R, Petkova H. Factors of customer loyalty in pharmacy retail: A 
case from Bulgaria. Scripta Scientifica Vox Studentium. 2017;1(1):28-31. 
465. Hall MA, Camacho F, Dugan E, Balkrishnan R. Trust in the medical profession: Conceptual 
and measurement issues. Health Serv Res. 2002;37(5):1419-1439. 
466. Nilugal K, Kaur M, Molugulu N, Ethiraj U, Arief M, Chittur A. Patients’ attitudes and 
satisfaction towards community pharmacy in Selangor, Malaysia. Le Pharmacien Hospitalier et 
Clinicien. 2016;51(3):210-221. 
467. Bawazir SA. Consumer attitudes towards community pharmacy services in Saudi Arabia. 
IJPP. 2004;12(2):83-89. 
468. Clews G. Most people will visit pharmacist for advice rather than GP. 
https://www.pharmaceutical-journal.com/news-and-analysis/news-in-brief/two-thirds-of-people-
will-visit-pharmacist-for-advice-rather-than-gp/20205149.article. Updated 2018. Accessed 
May/21, 2019. 
469. Awad AI, Al-Rasheedi A, Lemay J. Public perceptions, expectations, and views of 
community pharmacy practice in Kuwait. Med Princ Pract. 2017;26(5):438-446. 
470. McDonough RP, Bennett MS. Improving communication skills of pharmacy students 
through effective precepting. Am J Pharm Educ. 2006;70(3):58. 
471. Hassell K, Noyce PR, Rogers A, Harris J, Wilkinson J. A pathway to the GP: The 
pharmaceutical 'consultation' as a first port of call in primary health care. Fam Pract. 
1997;14(6):498-502. 
472. Mansell K, Perepelkin J. Patient awareness of specialized diabetes services provided in 
community pharmacies. RSAP. 2011;7(4):396-405. 
473. Govo M, Gavaza P, Maponga C, Mukosera K. Community pharmacy users’ characteristics, 
reasons for visit to the pharmacy and perceptions of the role of community pharmacists in 
Harare, Zimbabwe. JPHIA. 2008;11(1). 
202 
 
474. Murad MS, Chatterley T, Guirguis LM. A meta-narrative review of recorded patient–
pharmacist interactions: Exploring biomedical or patient-centered communication? RSAP. 
2014;10(1):1-20. 
475. Brinkman WB, Geraghty SR, Lanphear BP, et al. Effect of multisource feedback on 
resident communication skills and professionalism: A randomized controlled trial. Arch Pediatr 
Adolesc Med. 2007;161(1):44-49. 
476. Duffy FD, Gordon GH, Whelan G, Cole-Kelly K, Frankel R. Assessing competence in 
communication and interpersonal skills: The Kalamazoo II report. Academic Medicine. 
2004;79(6):495-507. 
477. Bredart A, Bouleuc C, Dolbeault S. Doctor-patient communication and satisfaction with 
care in oncology. Curr Opin Oncol. 2005;17(4):351-354. 
478. Roter D. The enduring and evolving nature of the patient–physician relationship. Patient 
Educ Couns. 2000;39(1):5-15. 
479. Wado TE, Gunasekaran T, Dhanaraju MD. Pharmacist–patient communication barriers in 
dispensing practice: A descriptive study in Adama hospital medical college, Adama city, Oromia 
regional state, Ethiopia. J Pharm Health Servi Rese. 2015;6(4):219-224. 
480. Cleland J, Bailey K, McLachlan S, McVey L, Edwards R. Supplementary pharmacist 
prescribers' views about communication skills teaching and learning and applying these new 
skills in practice. Inter J Pharm Prac. 2007;15(2):101-104. 
481. Wynia MK, Osborn CY. Health literacy and communication quality in health care 
organizations. J Health Commun. 2010;15(S2):102-115. 
482. Ross-Kerr JC, Wood MJ. Canadian nursing-E-book: Issues and perspectives. Elsevier 
Health Sciences; 2014. 
483. Weinstock D. " Deer in the headlights": Improving patient literacy. J med prac manage: 
MPM. 2015;30(4):273. 
203 
 
484. Bohren MA, Hunter EC, Munthe-Kaas HM, Souza JP, Vogel JP, Gülmezoglu AM. 
Facilitators and barriers to facility-based delivery in low-and middle-income countries: A 
qualitative evidence synthesis. Reproductive health. 2014;11(1):71. 
485. Leape LL, Shore MF, Dienstag JL, et al. Perspective: A culture of respect, part 1: The 
nature and causes of disrespectful behavior by physicians. Acad Med. 2012;87(7):845-852. 
486. Chadwick RJ, Cooper D, Harries J. Narratives of distress about birth in south African public 
maternity settings: A qualitative study. Midwifery. 2014;30(7):862-868. 
487. McNamara SA. Incivility in nursing: Unsafe nurse, unsafe patients. AORN J. 
2012;95(4):535-540. 
488. Rosenstein AH, O’Daniel M. A survey of the impact of disruptive behaviors and 
communication defects on patient safety. CUSP. 2008;34(8):464-471. 
489. Madula P, Kalembo FW, Yu H, Kaminga AC. Health care provider-patient communication: 
A qualitative study of women’s perceptions during childbirth. Reproductive health. 
2018;15(1):135. 
490. Hausmann LR, Hannon MJ, Kresevic DM, Hanusa BH, Kwoh CK, Ibrahim SA. Impact of 
perceived discrimination in health care on patient-provider communication. Med Care. 
2011;49(7):626-633. 
491. Perez D, Sribney WM, Rodríguez MA. Perceived discrimination and self-reported quality 
of care among Latinos in the united states. J. Gen. Intern. Med.2009;24(3):548. 
492. Kandula NR, Hasnain-Wynia R, Thompson JA, Brown ER, Baker DW. Association 
between prior experiences of discrimination and patients’ attitudes towards health care providers 
collecting information about race and ethnicity. J. Gen. Intern. Med.2009;24(7):789-794. 
493. Epp DA, Kubota T, Yoshida M, Kishimoto J, Kobayashi D, Shimazoe T. Promoting patient 
care through communication training in a pre-clerkship pharmacy education course in japan. Am 
J Pharm Educ. 2019;83(5):6745. 
204 
 
494. Nunez-Smith M, Curry LA, Berg D, Krumholz HM, Bradley EH. Health care workplace 
conversations on race and the perspectives of physicians of African descent. J. Gen. Intern. 
Med.2008;23(9):1471-1476. 
495. McCabe C. Nurse–patient communication: An exploration of patients’ experiences. J Clin 
Nurs. 2004;13(1):41-49. 
496. De Vries A, de Roten Y, Meystre C, Passchier J, Despland J, Stiefel F. Clinician 
characteristics, communication, and patient outcome in oncology: A systematic review. Psycho‐
Oncology. 2014;23(4):375-381. 
497. Pollock G, Newbold KB, Lafrenière G, Edge S. Discrimination in the Doctor’s office. 
Critical Social Work. 2012;13(2). 
498. Higginbottom GM, Hadziabdic E, Yohani S, Paton P. Immigrant women's experience of 
maternity services in Canada: A meta-ethnography. Midwifery. 2014;30(5):544-559. 
499. Kamwendo G. Language policy in health services: A sociolinguistic study of a Malawian 
referral hospital. 
https://helda.helsinki.fi/bitstream/handle/10138/19198/language.pdf?sequence=1/. Updated 
2004. Accessed June/12, 2019. 
500. Karliner LS, Jacobs EA, Chen AH, Mutha S. Do professional interpreters improve clinical 
care for patients with limited English proficiency? A systematic review of the literature. Health 
Serv Res. 2007;42(2):727-754. 
501. Bowen GA. Naturalistic inquiry and the saturation concept: A research note. Qualitative 
research. 2008;8(1):137-152. 
502. Chen AH, Youdelman MK, Brooks J. The legal framework for language access in health 
care settings: Title VI and beyond. J. Gen. Intern. Med.2007;22(2):362-367. 
503. Thomas K. Bridging the language gap: Overcoming language barriers in health care. 
https://www.ghdonline.org/language-barriers/discussion/how-does-limited-proficiency-in-a-
countrys-dominan/brief/. Updated 2017. Accessed May/22, 2019. 
205 
 
504. Johnson TJ, Hickey RW, Switzer GE, et al. The impact of cognitive stressors in the 
emergency department on physician implicit racial bias. Acad Emerg Med. 2016;23(3):297-305. 
505. Aronson E (Ed.). Readings about the social animal. Macmillan; 2003. 
506. Burgess DJ. Are providers more likely to contribute to health care disparities under high 
levels of cognitive load? how features of the health care setting may lead to biases in medical 
decision making. MDM. 2010;30(2):246-257. 
507. Emmerton L, Marriott J, Bessell T, Nissen L, Dean L. Pharmacists and prescribing rights: 
Review of international developments. Int. J. Pharm. Sci.2005;8(2):217-225. 
508. Lloyd F, Hughes CM. Pharmacists' and mentors' views on the introduction of pharmacist 
supplementary prescribing: A qualitative evaluation of views and context. Inter J. Pharm. Pract. 
2007;15(1):31-37. 
509. Shulman R, Jani Y. Comparison of supplementary prescribers’ and doctors’ compliance 
with guidelines for drug dosing in hemofiltration on an intensive care unit. Pharm J (Vol 274). 
2005. 
510. Tonna A, Stewart D, West B, McCaig D. Pharmacist prescribing in the UK–a literature 
review of current practice and research. J Clin Pharm Th er. 2007;32(6):545-556. 
511. Government of Ontario. Human rights code, R.S.O. 1990. 
https://www.Ontario.ca/laws/statute/90h19. Updated 2019. Accessed April/02, 2019. 
512. Aaberg VA. Implicit attitudes of nursing faculty toward individuals with disability. 
Washington State University. 2010. 
513. Coletto D. Pharmacist in Canada: A national survey of Canadians on their perceptions and 
attitudes towards pharmacists. https://www.pharmacists.ca/cpha-ca/assets/File/pharmacy-in-
canada/CPhA_NationalReport_BRIEFING.pdf. Updated 2017. Accessed October/02, 2019. 
514. Pope DG, Price J, Wolfers J. Awareness reduces racial bias. No. w19765. NBER, 2013. 
515. Fincher C, Williams JE, MacLean V, Allison JJ, Kiefe CI, Canto J. Racial disparities in 
coronary heart disease: A sociological view of the medical literature on physician bias. Ethn Dis. 
2004;14(3):360-371. 
206 
 
516. Gaertner SL, Dovidio JF. Reducing intergroup bias: The common ingroup identity model. 
Psychology Press; 2014. 
517. Ragan AM, Bowen AM. Improving attitudes regarding the elderly population: The effects 
of information and reinforcement for change. Gerontologist. 2001;41(4):511-515. 
518. Klein SJ, Karchner WD, O'Connell DA. Interventions to prevent HIV-related stigma and 
discrimination: Findings and recommendations for public health practice. JPHMP 2002;8(6):44-
53. 
519. ABIM Foundation. American Board of Internal Medicine, ACP-ASIM Foundation. 
American College of Physicians-American Society of Internal Medicine, European Federation of 
Internal Medicine. Medical professionalism in the new millennium: A physician charter. Ann 
Intern Med. 2002;136(3):243-246. 
  
207 
 
 
 
 
 
 
 
 
 
 
 
APPENDICES 
  
208 
 
APPENDIX A 
E-mail Invitation Letter 
Subject: An exploration of Ontario Pharmacists’ Attitudes towards Certain Social Groups  
Dear Pharmacist, 
My name is Fahad Alzahrani and I am a doctoral student working under the supervision of Dr. 
Nancy Waite at the School of Pharmacy at University of Waterloo. Pharmacists interact with 
patients from diverse backgrounds and can greatly impact their care. You are invited to complete 
15-20-minute anonymous survey about Ontario pharmacists’ reactions toward members of 
certain social groups.  
Your involvement in this study will include two parts: the first being a questionnaire and the 
second a simple computer-based task. asking you to classify words and pictures into different 
groups. We think you will find the process interesting and enlightening.  
The survey is completely anonymous, meaning that your identity cannot be connected in any 
way to your survey answers, and it is voluntary, so you can opt out at any time. 
By clicking the link below, you will find statements that inform you of your rights as a 
participant as well as technical specifications necessary to complete the tests. Once you review 
this information, you may proceed with the study.  
https://app-prod-03.implicit.harvard.edu/implicit/Study?tid=-1  
In order to for the questions to display properly, we strongly encourage you to complete this 
survey on a desktop or laptop computer 
This study has been reviewed and received ethics clearance through a university of Waterloo 
Research Ethics Committee. Should you have any questions concerning the study, or have any 
problems accessing or completing it, please feel free to contact either Fahad Alzahrani at 519-573-
4040 or f2alzahrani@uwaterloo.ca or Nancy Waite at 519 888-4485 or  nmwaite@uwaterloo.ca. 
Thank you for your participation.  
Fahad Alzahrani, BSc (Pharm), MSc, PhD (S) 
OPEN: Ontario Pharmacists Evidence Network 
School of Pharmacy, University of Waterloo  
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APPENDIX B 
Participant Information Letter and Consent Form 
You are invited to participate in a research entitled” An exploration of Ontario Pharmacists’ 
Attitudes towards Certain Social Groups”  
The purpose of this study is to gain insight to how Ontario pharmacists view certain social 
groups. The main objective of this research is to increase our understanding about pharmacists’ 
thoughts, and feelings, related to members of certain social groups. This study will build on and 
support the continuing inquiry into the health care challenges encountered by members of a 
social group such as racial or ethnic minorities. The need for this kind of information is 
especially important as pharmacists become even more involved in direct patient care. Please 
read this information carefully, and feel free to ask any questions you might have about the 
study. 
If you decide to volunteer, you will be asked to complete an anonymous 15-20 minute online 
survey. This survey contains an on-line program that requires the ability to view the computer 
screen and distinguish between different pictures and words as quickly as you can. A few 
demographic questions as well about your reactions toward certain social groups are also 
included.  
It is possible that you may experience some distress and discomfort by replying to questions 
about social justice issues. However, this should be temporary, and is unlikely to differ from 
emotions you experience in a classroom or community setting where sensitive subjects are being 
discussed. You may skip any questions that you do not wish to answer or that make you feel 
uncomfortable by leaving them blank. You may also discontinue participation at any time 
without penalty or repercussion if you feel uncomfortable completing the survey by not 
submitting your responses. At the end of the study, you will be directed to information pages on 
the Project Implicit website should you want more information about your reactions or concerns.  
While it is likely that you will not necessarily receive any direct benefits from participating in this 
study, you may find it personally rewarding to be contributing information that will benefit the 
scientific research community by helping researchers increase their understanding of pharmacist’s 
views toward certain social groups. The input you provide is greatly valuable to this research 
project. 
Your participation is voluntary, and you can answer only those questions to which you are 
comfortable responding. You may withdraw from the study for any reason, at any time, without 
explanation and without any penalty. Additionally, if you choose to withdraw, any data that you 
have provided will be deleted from the research project and destroyed beyond recovery, at your 
request.  
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It is important for you to know that any information that you provide will be confidential. All of 
the data will be summarized, and no individual will be identifiable from these summarized 
results. Furthermore, as an anonymous survey the researchers have no way of identifying you or 
getting in touch with you and the website is programmed to collect responses alone and will not 
collect any information that could potentially identify you (such as machine identifiers). Study 
data will be managed and protected by Project Implicit.  
The summarized data, with no personal identifiers will be maintained on a password-protected 
computer in a restricted access area of the university. As well, the data will be electronically 
archived after completion of the study and maintained for seven years. After this time period, when 
all data and materials are no longer required, they will be destroyed beyond recovery. Regarding 
the raw data, it will be stored on Project Implicit production servers indefinitely. However, the data 
will not be used or distributed to anyone other than the researcher for a given project. 
This study has been reviewed and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE#21646). If you have questions for the Committee contact the 
Chief Ethics Officer, Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-
ceo@uwaterloo.ca. For all other questions please contact Fahad Alzahrani at 519-573-4040 or 
f2alzahrani@uwaterloo.ca, or Nancy Waite at 519 888-4484 or  nmwaite@uwaterloo.ca 
Thank you for considering participation in this study. 
With full knowledge of all foregoing, I agree, of my own free will, to participate in this study.  
o I agree to participate." 
o I do not wish to participate (please close your web browser now). 
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APPENDIX C 
Demographic Questionnaire 
What is your age?  
Dropdown years 
Which of the following best describe how you identify yourself? Mark only one oval  
• Man  
• Woman  
• Would rather not to say  
• Other (e.g. Transgender) 
Which of the following best describes your background? Mark only one oval.  
• White (for example, British, French, Italian, Ukrainian, Russian)  
• Black (African, Caribbean, North American)  
• Latin American, Central American, South American (for example, Mexican, Brazilian, 
Costa Rican, Guatemalan  
• East Asian (for example, Chinese, Koran, Japanese)  
• South Asian (for example, East Indian, Pakistani, Sri Lankan)  
• West Asian or Arab (for example, Egyptian, Syrian, Iranian, Iraqi, Afghani) 
• Aboriginal (First Nations, Inuit, Métis)  
• Not sure  
• Would rather not to say  
• Other 
Were you born in Canada? 
• Canada 
• Outside Canada.  
How long have you been working as a pharmacist?  
Dropdown years (0-40 or above) 
How many years have you been licensed to practice as a pharmacist in Canada?  
Dropdown years (0-40 or above) 
What is your highest level of education? Mark only one oval.  
• BSc (Pharm) 
• PharmD  
• Masters  
• Ph.D  
• Would rather not to say  
• Other 
What type of community do you practice in? Mark only one oval.  
• City (100,000 people or more)  
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• Town (1,000 people to 99,999 people  
• Village (less than 1,000 people)  
• I don't know  
• Other 
What are the first 3 digits of your Postal Code?............................................................ 
For every 10 patients you are in contact with in your workplace, how many are Black or 
Arab?  
Mark only one oval. 
0   1   2   3   4   5   6   7   8   9   10 
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APPENDIX D 
Race and Arab IATs Stimuli 
Black Persons vs White Persons IAT Labels and Stimuli 
Category Labels Stimuli 
Target labels 
 
Faces of Black persons 
 
 
 
Faces of white persons 
 
  
 
Attribute labels  
 
Positive 
 
 
Negative 
 
 
 
Happy, love, talented, wonderful, peaceful, honest, 
glorious, terrific 
 
killer, destructive, failure, evil, hated, terrible, nasty, 
awful 
 
 
Arab Persons vs White Persons IAT Labels and Stimuli 
Category Labels Stimuli 
Target labels 
 
Names of Arab persons 
 
 
Names of white persons 
 
 
 
Mohammed, Ali, Ahmed, Abdullah, Akbar, Amir, 
Hassan, Fatimah, Zenab,  
 
John, Dave, Bill, Paul, Donald, Richard, Kerry, Lisa, 
Emily, Sarah 
Attribute labels 
  
Positive 
 
 
Negative 
 
 
 
Happy, love, talented, wonderful, peaceful, honest, 
glorious, terrific 
 
killer, destructive, failure, evil, hated, terrible, nasty, 
awful 
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APPENDIX E: Explicit Questionnaire 
Which statement best describes you? 
• I strongly prefer white individuals to Black individuals 
• I moderately prefer white individuals to Black individuals 
• I slightly prefer white individuals to Black individuals 
• I like White individuals and Black individuals equally 
• I slightly prefer Black individuals to white individuals 
• I moderately prefer Black individuals to white individuals  
• I strongly prefer Black individuals to white individuals 
 
Which statement best describes you? 
• I strongly prefer white individuals to Arab individuals 
• I moderately prefer white individuals to Arab individuals 
• I slightly prefer white individuals to Arab individuals 
• I like White individuals and Arab individuals equally 
• I slightly prefer Arab individuals to white individuals 
• I moderately prefer Arab individuals to white individuals  
• I strongly prefer Arab individuals to white individuals 
 
Please rate how warm or cold you feel toward the Black individuals 
(0 = coldest feelings, 5 = neutral, 10 = warmest feelings) 
 
Very Cold  0   1   2   3   4   5   6   7   8   9   10  Very Warm 
 
Please rate how warm or cold you feel toward the white individuals 
(0 = coldest feelings, 5 = neutral, 10 = warmest feelings) 
 
Very Cold  0   1   2   3   4   5   6   7   8   9   10  Very Warm 
 
Please rate how warm or cold you feel toward the Arab individuals 
(0 = coldest feelings, 5 = neutral, 10 = warmest feelings) 
 
Very Cold  0   1   2   3   4   5   6   7   8   9   10  Very Warm 
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APPENDIX F 
Recruitment Flyer 
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APPENDIX G 
Interview Guide and Demographic Questions 
Study: Black and Arab Patients’ Experience with Pharmacist Services. 
 
Time limit: Approximately 20-30 minutes. 
 
Semi-directed interview guide 
• Welcome and introduction 
• Brief description of the purpose of study 
• Guidance on questions and how to respond to them: Open dialogue, no judgement on 
what is said. 
• Assurance on data management: anonymity/ confidentiality, data analysis and reporting. 
• Written Consent  
• Respondent shares demographic data 
• Confirm for any additional queries before starting. 
 
1- Perceptions and Attitude toward Pharmacist’s Services 
a. How often do you go to a pharmacy? Is the pharmacy you use most often located 
near where they live or work? Why do you visit the pharmacy?  
b. When you go to the pharmacy, do you know who your pharmacist is? Do you 
know if you talk to pharmacist or to a pharmacy technician? Do you often talk 
with the same person?  
c. What do you expect that a pharmacist would do for you?  
d. If you have been to see a pharmacist since living in Canada, tell me about the first 
time you used pharmacist services. 
i. Overall, would you say it was a positive or a negative experience?  
ii. Do you feel that your race or ethnicity had an effect on how you are 
treated at the pharmacy? How? Can you give me an example or 
describe the situation? What happened? How did you feel? What did 
you think that pharmacist was thinking at that time? 
iii. If it was a negative experience, did you do anything about it (Change 
pharmacy, make a complaint?) 
2- Communication with Pharmacist 
a. Tell me about how you feel when you interact with pharmacists. 
i. Do you think that having Black (for Black patients) or Arab (for Arab 
patients) pharmacists working in the pharmacy affects your opinion of 
how you communicate with the pharmacist? 
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b. Can you recall any times you have felt that a pharmacist misunderstood you or 
misjudged you? If so, please tell me about them. 
i. What do you think contributed to the pharmacist’s misunderstanding? 
c. Can you recall aby times that a pharmacist was particularly effective in 
communicating information to you? 
 
3- Ways to Improve Pharmacist’s Services 
a. Does the way a pharmacist behaves towards you influences your decision to seek 
out pharmacist services when you need them? 
i. What makes it easier to use pharmacist services?  
ii. What makes it more difficult? 
b. Are there any other aspects of the pharmacy care system you would like to 
mention that we haven’t already discussed? 
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4- Demographic Information 
1. Which category below includes your age? 
18-25 years 
26-35 years 
36-45 years 
46-55 years 
56-65 years 
66-75 years 
76 years or more 
2. What is your gender? 
Female 
Male 
Other 
3. Which of the following best describes your background?? 
Black 
Arab 
Both 
Other (specify)………………………. 
4 Were you born in Canada? 
Yes, I was born in Canada 
No, I was born outside of Canada 
I don't know 
5. What language do you feel most comfortable using when speaking to a pharmacist? 
 
English 
Other (Specify)…………………………. 
Both 
 
6. How long have you been living in Canada? 
Less than 1 year 
1 year-3 years 
3-6 years 
6-10 years 
10-20 years 
20+ years 
All my life 
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Thank you for participating in the study. If you happen to know anyone else who would be 
interested in participant in this study, we would appreciate it if you passed on this recruitment 
poster. 
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APPENDIX H 
Qualitative Information Letter and Consent Form 
Project: Black and Arab Patients’ Experiences with Pharmacist Service 
Study investigators: Mr. Fahad Alzahrani and Dr. Nancy Waite 
INFORMATION LETTER  
Date: September 15th, 2017 
Dear Potential Participant: 
We would like to invite you to participate in a study entitled “Black and Arab Patients’ Experience 
with Pharmacist Services”.  This study is being conducted by Mr. Fahad Alzahrani as part of his 
PhD dissertation under the supervision of Dr. Nancy Waite in the School of Pharmacy at the 
University of Waterloo. Health disparities among minority patients are well documented and 
recognized as serious issues in the Canadian health care system. While a growing body of research 
examines the patient-doctor relationship and its influence on health disparities, few studies have 
examined pharmacists and their relationships to patients. The experiences of minority patients with 
respect to pharmacists is therefore an important and under-examined area in the literature on health 
care disparities and may provide insights into useful policy changes or training for pharmacists.” 
The objective of the study is to explore Black and Arab patients’ communication with pharmacists 
and their opinions, attitude and perceptions about pharmacist services provided in community 
pharmacies. 
Procedures:  
Participation in this study is voluntary. If you volunteer for this study, you will be asked to 
participate in a face-to-face interview with you and the researcher (Mr. Fahad Alzahrani). The 
interview will take place at a time and location of mutual convenience. The interview will take 
about 30-45 minutes of your time. With your permission, the interview will be audio-recorded to 
facilitate the collection of information and later transcribed for analysis. The interviewer will ask 
questions about your perspectives and experiences with pharmacist services. You will also be 
asked to provide demographic information (e.g. age; gender etc.).. Before the interview is over, 
you will be given a brief summary of key ideas presented during the interview to allow for any 
clarifications. Any information you provide pertaining to you as an individual participant is 
considered completely confidential. Your name will not appear in any thesis or report resulting 
from this study; however, anonymous quotations may be used. We will remove all information 
that could identify you from the data we have collected within six months and delete it 
permanently. You can withdraw your consent to participate and have your data destroyed by 
contacting us within this time period. After this time, it is not possible to withdraw your consent 
to participate as we have no way of knowing which responses are yours. Additionally, you will 
not be able to withdraw consent once papers and publications have been submitted to publishers. 
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Only those associated with this study will have access to these records which are secured by 
password protected. We will keep our study records for a minimum of seven years. All records are 
destroyed according to University of Waterloo policy." 
Possible risks or discomfort: Because some of the questions pertain to social justice issues, if at 
any point during the interview you feel uncomfortable, you may decline to answer any 
question(s) you prefer not to answer by requesting to skip the question. You may also decide to 
end the interview session at any time, without penalty or loss of remuneration, by advising the 
researcher.  
Possible benefits: Participation in this study may not provide any personal benefit to you. 
However, your views and experiences are extremely valuable in helping pharmacist researchers 
understand your perception and experience in pharmacist services. 
Remuneration. In appreciation of your time, you will receive a $15 Tim Horton's gift card. The 
amount received is taxable. It is your responsibility to report this amount for income tax purposes. 
Eligibility requirements for participation: All participants must be over 18 years of age; self-
identify as Black or Arab; must have used pharmacy services within the past three years and feel 
comfortable speaking in English. 
Ethics review and clearance. This study has been reviewed and received ethics clearance 
through a University of Waterloo Research Ethics Committee (ORE#22430). If you have 
questions for the Committee contact the Chief Ethics Officer, Office of Research Ethics, at 1-
519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
For all other questions please contact Fahad Alzahrani at 519-888-4567 ext. 21371 or 
f2alzahrani@uwaterloo.ca, or Nancy Waite at 519 888-4484 or  nmwaite@uwaterloo.ca 
I very much look forward to speaking with you and thank you in advance for your assistance in 
this project. 
 
 
 
 
 
 
  
Fahad Alzahrani, BPharm, Msc, Ph.D (C)  
OPEN: Ontario Pharmacists Evidence Network                          
School of Pharmacy, University of Waterloo    
f2alzahrani@uwaterloo.ca  
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CONSENT FORM 
By signing this consent form, you are not waiving your legal rights or releasing the investigator(s) 
or involved institution from their legal and professional responsibilities. 
I have read the information presented in the information letter about a study being conducted by 
Mr. Fahad Alzahrani under the supervision of. Dr. Nancy Waite from School of Pharmacy at 
University of Waterloo. I have had the opportunity to ask questions related to the study and have 
received satisfactory answers to my questions and any additional details. 
I am aware that I have the option of allowing my interview to be audio-recorded to ensure an 
accurate recording of my responses, and that audio-recording will not begin until I have consented. 
I am also aware that excerpts from the interview may be included in any reports and/or publications 
to come from this research, with the understanding that the quotations will be anonymous.  
I was informed that I may withdraw my consent at any time without penalty by advising the 
researcher.   
This study has been reviewed and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE#22430). If you have questions for the Committee contact the 
Chief Ethics Officer, Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-
ceo@uwaterloo.ca.  
For all other questions please contact Fahad Alzahrani at 519-888-4567 ext. 21371 or 
f2alzahrani@uwaterloo.ca, or Nancy Waite at 519 888-4485 or  nmwaite@uwaterloo.ca 
 
With full knowledge of all foregoing, I agree, of my own free will, to participate in this study. 
YES     NO     
I agree to have my interview audio-recorded.  
YES    NO     
I agree to the use of anonymous quotations in any report and/or publication that comes of 
this research. 
YES   NO 
 
Participant Name: ____________________________________________ (Please print)   
Participant Signature: _________________________________________  
Date: ______________________________________ 
 
